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EDITORIAL. 


INTOLERANCE FOR MILK IN THE NURSLING. 


In a very interesting article published in a recent number 


of Le Monde Médical, Weill describes minutely the intolerance 
for milk which develops fairly often within a few weeks after 
birth. 

This intolerance develops against maternal milk as_ well 
as against cow’s milk and may be diagnosed by exclusion, after 
elimination of all digestive troubles, those due to malformation, 
stricture, infection, gastro-enteritis, dietetic errors, including 
abnormal conditions of the milk itself and either hypo- or 
hyper-alimentation. 

The chief symptoms are: vomiting, ordinarily occurring soon 
after nursing and frequently of liquid milk; nervous phenom- 
ena, such as ill-humor, restlessness and insomnia; usually, con- 
stipation, though there may be diarrhea; at times cutaneous 
manifestations, such as erythema of the nates or eczema of the 
face, neck, or limbs. 

Naturally the little patients either lose weight or fail to 
gain normally, but do not generally have subnormal temper- 
ature nor the senile aspect of those suffering from athrepsia. 
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Ordinary remedial measures are apt to fail. Sometimes 
a change from mother’s milk to cow’s milk or vice versa will 
succeed; the total suppression of milk will relieve, but, of 
course, can not be continued long without leading to inanition. 

The successful treatment consists in the subcutaneous _in- 
jection of milk and of the same milk which has produced the 
intolerance; needless to say that it must be done aseptically; 
maternal milk may be used in its natural state, but cow’s milk 
should be sterilized, the former causing but slight loeal or gen- 
eral reaction, the latter producing a febrile reaction and, |o- 
cally, a zone of erythema. 

The dose may vary from one-half to one ce. at first, up to 
even 10 ce. if several doses are required, the average being of 
5 ee. One injection may be sufficient or several may be given 
at intervals of two or three days and in increasing quantity. 

The effect is usually prompt, sometimes almost magical. A 
series of 30 cases of intolerance for mothers’s milk and twelve 
for cow’s milk is reported. The results obtained as well as 
those of several others are so encouraging that we deem it jus- 
tifiable to call attention to the method. 


STATE SOCIETY MATTERS. 


We are publishing in this issue, as part of the Bulletin of the 
State Medical Society, the list of chairmen of the various sec- 
tions, together with the number of papers allotted to each sec- 
tion. 


This is earlier than usual and speaks well for the ‘‘ prepared- 
ness’’ of the secretary’s office. If now the various chairmen 
will get proportionately busy and the individuals respond prop- 
erly, the success of the scientific part of the program is assured. 

Alexandria, the next meeting place has already proved more 
than once what it can do in the way of arrangements and en- 
tertainment, so that these remaining features of a good meeting 
ean be counted upon. 

The logical conclusion is that it is virtually ‘‘up to’’ the 
section chairmen now. If they manage to interest the mem- 
bership in general, everything else will follow in due time as 
a matter of course. 
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REST IN TUBERCULOSIS. 


By DR. E. D. PRICE, El Paso, Texas. 


Rest is the most important single therapeutic measure that 
we have at our command in active tuberculosis. Every patient 
with active symptoms, such as fever, rapid pulse, night sweats 
and emaciation should be on bed rest on a sleeping-porch, out- 
doors, if possible. If that is not practicable the patient should 
be in a room that is well ventilated by cross ventilation. He 
should remain in bed until fever free. Active disease calls 
for mental as well as physical rest. If there is a temperature 
under 100° visitors should be restricted and if the fever is 
higher they should not be allowed. Exciting stories and games 
are prohibited. Entertaining and talking too much increase the 
eough and fever. 


The symptoms are much more reliable as a guide to the ne- 
cessity of rest than the physical signs. The signs have their 
bearing upon the amount and the duration of the rest required. 
The more rales one finds the more rest the patient will usually 
require. The finer the rales the more active the case. We like 
our patients to lose their rales but we know that many cases 
get clinically well and do not. 


The sick man should remain in bed until the temperature has 
come to normal and the pulse to 90. That may take one month, 
six months, or longer. His weight should be increasing and he 
should be free from night sweats and other symptoms of very 
active disease. If there is a laryngeal tuberculosis he should 
not be allowed to talk. He should use a pencil and pad to make 
his wants known. 

The younger the patient and the greater the amount of lung 
involved, as well as complications, the longer the bed rest period 
as a general thing. Laryngeal tuberculosis calls for more rest 
and more careful handling. Like in all chronic diseases most 
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A patient 
can tear down in a few hours what it will take months to build 


careful medical supervision is absolutely necessary. 


up. Tuberculosis of the larynx was formerly regarded as a 
hopeless complication. Now we see many throat cases get well 
under the proper treatment. Youth has not the resistance of 
middle age, or old age, and it usually calls for more rest. The 
history of the case has its bearing upon the amount of rest indi- 
cated also. A history of a rapid onset shows a virulent infection 
or an inherent lack of resistance, or both. The more lung dis 
eased the longer it will usually take to heal. Nature cures 
tuberculosis by building sear tissue around the lesion and thus 
walling it off from the general circulation. The lesion is finally 
encapsulated by the deposition of lime salts, but months and 
years before this occurs the patient may look and feel perfect- 
ly well. This is the sequence of events in a favorable case. In 
a progressive case there is caseation, ulceration and cavity for- 
mation. Even then nature may succeed in stopping the disease 
and small cavities may heal by the contraction of their fibrous 
eapsule. As Krause has stated, the activity of a case depends 
tipon how well the focus is walled off. It takes a long time for 
the diseased tissues to be shut off from the interchanee of the 
body fluids. Fibrosis is a slow process and until it has pro- 
gressed far enough to encapulate the lesion, exercise is danger- 
ous. ‘‘Come West and rough it,’’ has caused the death of un- 
told numbers of tuberculous. There are a few that get well in 
spite of it. In fact a great many people get well of tubercu- 
losis without knowing that they have had the disease; but for 
those who have had a definite breakdown, rest is salvation. 
Exercise causes the heart to pump more blood and lymph 
through the diseased area and causes the body fluids to become 
surcharged with toxins. These toxins cause fever, tachyeardia, 
malaise, indigestion, ete. Exercise if persisted in before suffi- 
cient fibrosis has occurred, will cause the disease to spread. By 
resting our patient we limit the amount of lymph passing 
through the diseased focus and also the absorption of the 
toxins of tuberculosis. 

The public, knowing that fresh air is beneficial in tubereu- 
losis, erroneously encourages the patient to take deep breathing 
exercises. In active disease these pulmonary gymnastics can eas- 
ily do harm by tearing down the defensive wall of scar tissue 
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that nature is building. As Lawrason Brown has well said, 
‘Fresh air per se has no more healing effect upon the lung than 
upon the great toe.’’ It is only one of many measures that are 
useful in building up the system and increasing the resistance 
to the tubereulosis infection. Protracted coughing is another 
means of exercise that is sometimes overlooked. Most cases 
after they are put on bed rest outdoors do not require cough 
medicines, but occasionally a patient coughs so hard and in- 
cessantly that we find it necessary to relieve that cough; other- 
wise his fever and toxemia will increase. His disease is apt to 
spread if such a cough is not relieved. 

In a patient doing nicely on rest the usual history of the case 
is: his fever comes down gradually; the night sweats cease; 
he feels and eats better. The digestion improves, the cough 
and expectoration lessen, he gains in weight, the pulse last of 
all begins to beat less frequently. Tachycardia is the last symp- 
tom of activity to improve usually. When these evidences of 
quiescence appear we begin to shorten the hours spent in bed. 
We put our patient on relative rest. He still should spend 
16 to 18 hours »f the 24 in bed and the other hours he can sit 
around outdo. .. Any recurrence of fever calls for absolute 
rest again until the temperature is normal. If a patient loses 
weight progressively he should be put back to bed. If the tem- 
perature and pulse have been normal for several weeks and the 
tubercle bacilli disappear from the sputum, we put our patient 
on gradually increasing exercise. By exercise, we mean walk- 
ing slowly on a level grade at first. A great many patients are 
unable to lose their tubercle bacilli, that is, they obtain only 
a quiescence of their disease. These patients have to have 
more rest and live more carefully than those who obtain a nega- 
tive sputum. Dyspnea is a symptom that calls for more rest 
unless it is due to a widespread fibrosis. It is seen when the 
disease is progressing. With our patient doing well on gradu- 
ally inereasing exercise we can begin to think of return to work. 
He has now been under treatment for a long time, perhaps six 
months, perhaps a year and longer. It takes a long time for 
the lesions of tuberculosis to quiet down and much longer to 
heal. After returning to work the tuberculous person should 
make his living as easily as possible. Better work indoors at a 
clerical position than outdoors at hard manual labor. The tu- 
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berculous are more or less permanently impaired. Living tuber- 
cle bacilli have been found in encapsulated lesions years after 
the patient recovered, so they require more rest than a well 
person, especially for the first two or three years after an ap- 
parent cure. They should spend long hours in bed outdoors at 
night and on Sundays and holidays and should, if possible, get | 
an hour’s rest in the middle of the day; that is, they must learn 
to live on good terms with tuberculosis. By observing these 
rules there is much less danger of a relapse. No strenuous ex 
ercise should be permitted for several years after an apparent 
cure, no dancing, tennis, swimming, or baseball. The patient 
with his arrested disease should be under the observation of his 
physician for a year or so after resuming work. He should have 
a lung examination every month or six weeks to make sure 
that his disease is not progressing. Each patient is a law unto 


himself and must learn for himself his proper balance of rest 





and work. Rest alone will not cure many cases of tuberculosis, 
but in conjunction with the proper diet, fresh air, medicines such 
as iron and arsenic, artificial pneumothorax, tuberculin and au- 
togenous vaccines when indicated, will eure 90% of incipient 
eases, 60% of moderately advanced cases and 15% of far ad- 
vanced patients. 

The value of therapeutic measures are enhanced by residence 
in a climate such as we have in the great Southwest, very dry 
air and a considerable altitude. After all, tuberculosis, like all 
chronic diseases, needs careful medical supervision and he who 
knows best how to apply the different therapeutic measures in 
it will naturally obtain the best results. 


A CLINICO-PHILOSOPHIC INTERPRETATION OF 
IMMUNO-THERAPY. 


By G. H. SHERMAN, M. D., Detroit. 












(Continued from November Number.) 





Terminology in Immunology. The use of familiar terms great- 
ly aids in conveying thought. Writers in bacteriology and im- 
munology employ many terms with which the general prac 
titioner is not entirely familiar the use of which has a tendency 
to confuse the reader. Wright proposes some very apt words 
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to explain infection and the defensive forces but to make use 
of them it would become necessary for the reader to memorize 
a set of closely allied terms and learn their meaning which 
would, no doubt, be a handicap to a quick grasp of the thought 
that is to be conveyed. The ferment concept of germ activi- 
ties and the immunizing process is well established. The ap- 
plication of the word ferment is well understood and by point- 
ing out that infection is sustained and immunization established 
by ferment action the difficulty of conveying thought through 
the use of new words is avoided. So wherever possible I shall 
cling to the ferment concept and use words accordingly. 


From the foregoing it is clear that infecting organisms main- 
tain themselves in the tissues or fluids of the living body by 
means of the ferments which they secrete from their surface 
for the purpose of digesting the food on which they live, and 
that these ferments constitute the essential toxic destructive fac- 
tors in infective processes. Not that the germs mean to an- 
noy or destroy the invaded tissues. To them the animal body 
simply constitutes soil or food which they find congenial for 
their growth and multiplication, so the toxie, destructive pro- 
cess which follows becomes incidental to the action of the fer- 
ments which they must employ to prepare the food to be ab- 
sorbed and assimilated into germ-cells. Since the virulence, the 
germ’s defensive capacity against the protective elements inher- 
ent to living tissues, depends on the effectiveness of the fer- 
ment which the germ secretes it is well to keep these ferment 
activities of infective processes to the forefront, and designate 
them as germ produced destructive ferments. 


That tissue cells when brought in contact with foreign pro- 
teins or infecting organisms develop, under favorable condi- 





tions, substances which will disrupt the foreign protein molecule 
or otherwise influence the foreign protein or infecting organism 
to effect its destruction and elimnation has been definitely es- 
tablished. Some of these germ destroying substances have been 
definitely established and their particular mode of action de- 
termined. When a substance develops in the blood which causes 
infecting organisms to become sticky so they will form clumps 
it is ealled an agglutinin, when it dissolves germs it is known 
as a lysin; if it causes germs to precipitate it is called a precipi- 
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tin, if it-causes germs to be so influenced that phagocytes read- 
ily attack and destroy them it is called an opsonin. There are 
no doubt also substances produced during the immunizing pro- 
cess of which we, as yet, know nothing. All these tissue pro- 
duced substances which perform the function of destroying and 
eliminating foreign proteins which perchance gain entrance to 
the blood or tissues of the body, whether of germ origin or otli- 
erwise, possess the characteristics of ferments. In the last anal- 
ysis, whether this tissue produced protective substance or sul)- 
stances possess either one or all of these properties it is si''| 
a ferment action and should be classed as such. The term anti- 
body to designate a protective substance or something diametri- 
cally opposed to germ produced poisoning substances has come 
into extensive use but does not convey the thought adequately. 
By grouping the various protective substances which are pro- 
duced during immunization as tissue produced protective fer- 
ments we are enabled to present the immunizing process com- 
prehensively. This brings the subject to a point where we have 
two diametrically opposed conditions. We have germ produced 
destructive ferments as the essential destructive factor in in- 


fections and tissue produced protective ferments as the pro- 


tective agents which destroy the infecting organisms. This con- 
cept will enable the reader to follow the various ‘presentations 
of infection and immunity without being confused by the use of 
a multiplicity of descriptive terms. These tissues produced pro- 
tective ferments may be specific for the destruction of one 
particular variety of organisms or they may have collateral 
destructive influences on a variety of organisms. 

Immunity. Immunity may be natural or acquired. Natural 
immunity may be explained on the theory that the non-specific 
protective ferments contained in the blood serum of one species 
will digest and destroy germs that may be able to live and cause 
disease in some other species. Acquired immunity may be ob- 
tained by the tissue cells becoming sensitized for the production 
of specific protective ferments as a result of an infection or 
from germ inoculations. A passive immunity may be brought 
about by injecting or supplying immune serum obtained from 
some immunized animal, as is being so successfully done with 
anti-diphtheritie and antitetanic serum. In this instance, the 
animal from which the serum was procured produced the anti- 
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body ; whereas in an active immunity the tissue cells of the per- 
son becoming immunized produce the anti-body. 


Infections as Immuno-Producers. The severity of an infection 
depends upon the virulence of an infecting organism and the 
resistance the host may possess to a given germ invasion. A 
very virulent organism may cause but slight disturbance in 
some individuals while a much less virulent organism may cause 
a very severe infection in someone else. Furthermore, the 
condition known as ‘‘being in excellent health’’ is no guaran- 
tee that virulent infections may not take place nor does it fol- 
low that one in ill health is necessarily very susceptible to in- 
fection. It is a common experience to see vigorous, healthy 
individuals come down with typhoid fever and die, while the 
less robust may have a mild attack or escape infection entirely 
The same may be said of pneumonia, scarlet fever, diphtheria 
infected wounds, and many other ailments. The all-important 
factor in resisting germ invasions consists in developing. protec- 
tive ferments which constitutes the establishment of an immun- 
ity toward the various organisms causing infectious diseases. 

In some diseases one attack will develop protective ferments 
of such intensity that the immunity will continue through life. 
Of these measles, small-pox, chicken-pox, whooping-cough, sear- 
let fever, typhoid and yellow fever are good examples. In 
other diseases, especially those produced by the more common 


pathogenic organisms, staphylococci, streptococci, pneumococci, 

colon bacilli, ete., immunities sufficient to overcome a given in- 

fection will soon wear off, making subsequent attacks possible 
i 


Recovery from a virulent infecting organism does not insure 
a greater measure of immunity than recovery from an infeec- 
tion caused by a much less virulent organism of the same 
variety. A person who has recovered from a severe attack of 
typhoid fever, small-pox, or searlet fever during an epidemic 
of these diseases in which highly virulent organisms are pre- 
valent does not possess a more intense immunity than one who 
has recovered from the same disease during an epidemic in 
which less virulent crganisms were prevalent. In fact, an in- 
fection by a virulent organism will overwhelm or break. down 
the immunizing mechanism in the more susceptible and result in 
death; whereas an attack by a markedly less virulent organ- 
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ism will result in the establishment of an immunity sufficient 
to overcome the existing infection, and the immunity thus estab- 
lished is also efficient in preventing later infections in this class 
by even more virulent types. 


Immunity Produced by Inoculating Attenuated Organisms. 
This fundamental principle is taken advantage of in prophy- 
lactic inoculations against small-pox. Here a non-virulent or- 
ganism closely related to the small-pox germ is inoculated, and 
the immunity which is established in getting rid of this non-vir- 
ulent organism, also protects against infections by virulent 
small-pox germs. 


Pasteur accidentally discovered that chicken cholera germs 
that had been cultivated under unfavorable conditions, no lon- 
ger produced ill effects when inoculated into healthy chickens, 
but at the same time immunized the chicken against the viru- 
lent organism. This discovery laid the foundation for protec- 
tive immunization by attenuated organisms which is now be- 
ing successfully employed in man. Kolmer, (Infection, Immun- 
ity and Specific Therapy, 1915, page 611), says: ‘‘an active 
immunity may be acquired by inoculation with antigen so at- 
tenuated that it can stimulate the production of specific anti- 
bodies without producing the disease or otherwise greatly dis- 
turbing the health of the individual.’’ 


With most pathogenic organisms there is more or less danger 


in inoculating attenuated live organisms, because of the pos- 
sibility that they might revert back in particularly susceptible 
individuals and become pathogenic agents. For this reason, 


killed organisms are usually employed for prophylactic inocula- 
tions; and experience shows that just as good immunizing re- 
sponses may be obtained, if the organisms are killed without 
heat but by the use of suitable chemicals, by repeated inocula- 
tions at proper intervals as if attenuated live organ- 
isms had been employed. This has been most conclu- 
sively demonstrated in recent years by prophylactic work. 
There is no more striking illustration as to what can 
be accomplished in this direction than the results se- 
cured from the use of typhoid vaccine in the American and 
European armies, in the protection of nurses in hospitals, in 
insane asylums and other public institutions, and among com- 
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munities in the presence of typhoid fever epidemics. The 
same may be said of the use of meningococcus vaccine in 
the prevention of cerebro-spinal meningitis, as shown by the re- 
ports of the health department of Texas during the meningo- 
coceus epidemic in that State which occurred in the winter of 
1912-1913. The prevention of pneumonia and other complicat- 
ing infections incidental to epidemic influenza was also demon- 
strated by prophylactic inoculations during the recent epidemics. 


The value of whooping-cough vaccine in the prevention of 
whooping-cough is now also well established. Preventive inocu- 
lations are further being successfully employed in cholera and 
plague, and the same principle is steadily being applied toward 
preventing other infectious diseases, as the typhus vaccine of 
Plotz in Serbia. 


The value of vaccine inoculation for the prevention of dis- 
ease is so easily recognized that there is no longer room for 
doubt and it is easy of demonstration. It is different, how- 
ever, When we consider the advisability of giving a vaccine in 
the presence of an infection. Here the question naturally arises: 
If the live organisms causing the infection do not arouse suffi- 
cient tissue cell activities for the production of protective fer- 
ments, why should vaccine inoculations hasten such activities? 
In considering this question, certain basic facts that we have 
learned from prophylactic inoculations must be taken into con- 
sideration. That recovery from a virulent infection does not 
establish a greater measure or a more lasting immunity than 
a recovery from a much less virulent type of the same organism 
shows that anti-body formation does not depend on the degree 
of virulence possessed by the infecting germ. Attenuated or- 
ganisms, germs that have in a measure been crippled in their 
activities by unfavorable cultural conditions, may have been so 
modified that when injected into susceptible animals they will 
not cause any material disturbance and yet cause the develop- 
ment of sufficient immunizing resistance so that the animal is 
no longer susceptible to an attack of the virulent type. This 
clearly demonstrates that living cell activities respond to at- 
tenuated organisms more readily than to virulent germs with the 
production of specific protective ferments or immunizing sub- 
stances. 
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In the application of rabies vaccine to one bitten by a mad 
dog, we are directly involved in this problem of active thera- 
peutic immunization with attenuated organisms. Here we have 
an infection of a virulent organism. The infection is evidently 
active because it is only a question of time when the victim will 
show syspmtoms of disease and probable die. Rabies vaccine 
consists of rabies organisms so attenuated that they are no lon 
ger capable of producing harmful symptoms in man. When 
these attenuated rabies organisms, being abnormal intruders, 
are injected under the skin, cell activities take place to get rid 
of them. Now, the essential difference between the attenuated 
inoculated rabies organisms and the virulent rabies germs in- 


oculated by the dog bite, so far as their relation to tissue cell 


activities in their destruction is concerned, is that the virulent 
germs offer a greater resistance to destruction by the living 
cells of the host than do the attenuated organisms that were 
contained in the inoculated vaccine; and it is in the capacity of 
cell activity to destroy these germs that specific protective fer 
ment production, sensitization, immunization takes place. In 
other words, the less virulent organisms are more readily attack- 
ed by tissue cells than the virulent ones, and consequently, pro- 
tective ferments for their destruction are proportionately more 
readily produced. In compliance with the physiologic law that 
immunities which have become established, as a result of tissue 
cell activities in disposing or eliminating non-virulent organism : 
will also be efficient in eliminating or destroying virulent organ- 
isms, the immunity established from the rabies vaccine inocula- 
tion also destroys the virulent organisms inoculated by the dog 
bite. 


All this clearly indicates that, during active infections, forces 
are at work which hinder specific protective ferment production 
and that this hindrance is linked with the activities of a liviny 
organism in its attempt to maintain itself by feeding upon the 
available substances through ferment secretion; that, for this 
reason, virulent, live organisms are not suited as antigens in 
stimulating tissue cells for rapid protective ferment formation ; 
and, that attenuated or killed organisms, in so far as they do 
not resist tissue cell activities, are more suitable for rapid sen- 
sitization in specific protective ferment production. It is this 
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principle that is taken advantage of in applying vaccines in com- 
bating infections. 

Therapeutic Immunization with Killed Organisms. When we 
come to applying bacter:al vaccines to the treatment of active 
infections, this principle of hastening immunization by injec- 
tion of attenuated organisms, that tissue cells can readily dis- 
pose of, is carried one step forward, that of killing the organisms 
used for this purpose. And this step has carried us to an 
epoch-making period in the treatment of disease; to a therapeu- 
tic measure by means of which active immunization may be has- 
tened during the course of an infection. While it is true that 
Pasteur, Koch, and others treated infections with bacterial pro- 
ducts before Wright, yet it was his work that placed vaccine 
therapy on a firm practical basis. His system of standardizing 
killed bacterial suspensions, by determining the number of or- 
ganisms per cubie centimeter, made accurate dosage possible. 
By means of his opsonie index he was enabled to follow at 
least one angle of the immunizing process and thereby defi- 
nitely determine whether a given dose of vaccine stimulated an 
immunizing response or, possibly, produced a depressing effect. 
He soon demonstrated that surprisingly small doses were suffi- 
cient to immunize, whereas large doses did not result so favora- 
bly. This is in accord with experimental research work on 
protein sensitization. Rosenau and Anderson succeeded in sen- 
sitizing guinea-pigs with 0.000,001 mil. of horse serum. This 
would equal about 0.00008 mg. of horse serum protein. It is 
found that 0.001 mil. of horse serum will sensitize guinea-pigs 
more regularly, and in less time than larger doses. Wright 
found that doses ranging from five million to several hundred 
million or one billion organisms, varying with different varie- 
ties of germs, was sufficient to stimulate immunizing responses. 
These figures are large and to the casual observer they might 
appear to be enormous doses; hut germs are exceedingly small 
and this can only be thoroughly appreciated when the weight 
of millions of these organisms is reduced to the fraction of milli- 
gram or grain. According to Wilson and Dickson (Journal of 
Hygiene, May 8, 1912, No. 1, Vo. XII, p. 56), 50,000,000 strep- 
tococci, an average dose, would weigh approximately 0.015 mg. 
or 0.000231 grain. 

When we consider the advisability of injecting killed bacterial 





406 Original Articles. 


suspensions in a case of extensive active infection with fever and 
other symptoms of severe toxic disturbances the question natur- 
ally arises: why should inoculations of killed organisms has 
ten active immunization where toxie conditions, as a result of 
the infection, already exist? Why add more toxic material in 
the form of a vaccine to a system loaded with toxie materials 
Here the infection is not in the ineubative stage as in the ease 
of rabies infection and, furthermore, where rabies vaccine is 
given after symptoms of disease have once developed, it is 
no longer of value. ' 

To obtain a comprehensive knowledge of the advantages of 
hastening immunization in extensive acute toxic infections by 
killed organism injections it is necessary to consider the source 
of bacterial intoxication and of protective ferments or anti- 
bodies. The one concept that has caused much confusion is 
based on the contention that anti-bodies are produced by the 
internal lymphatic organs as a result of bacterial intoxication. 
That bacterial intoxication is mainly, if not entirely, due to 


the ferments which the germs produce for the purpose of di- 


gesting the food on which they live has been pointed out before. 
That live virulent organisms by the vicious attack they make 
on the involved tissues do not favorably influence them for early 
protective fernient’ production is evident from the prolonged or 
destructive course such infections pursue. So, if the internal 
lymphatié orgaris ¢ome to the rescue, at best it is a tedious 
process and often’ too late to save the life of the patient. The 
injection of 0.0002 to 0.0004 grain‘of killed bacterial suspensions 
is‘ evidently such ‘an infinitesimal amount as compared to the 
améunt of “toxic material already present as a result of the 
bactérial’ intoxication that evidently no influence on the inter- 
nal lymphatic organs could take place from such an injection. 
Buf when we take into account the natural inherent properties 
agdinst germ invasions possessed by ‘all the tissues of the body 
and fhat this protective function is carrieéd on by the involved 
tissués, it” is réadily understood that even’ a-smali non-toxic 
amount of killéd organisms ‘when injected into healthy tissues 
may arouse them sufficiently to produce ‘an ‘adequate amount of 
protective fernients which when conveyed by the circulating me- 
dium to the infected area will be sufficient to aid the involved 
tissues in overcoming the infection. This is tlie- viewpoint ac- 
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cepted by Wright and other prominent immunologists and is 
most readily demonstrated by clinical results. 


Furthermore we must realize that infections do not involve 
all the tissues of the body at the same time. Germs involve or 
infect certain organs or portions of the body. As a result of 
streptococcus infection we may have a nephritis, a meningitis, 
an arthritis, pneumonitis, cellutitis, lymphangitis or an involve- 
ment of ariy other portion of the body. Even in the so-called 
general infections, where the streptococcus or some other organ- 
ism involves the blood current, the infection in a true sense is 
not general because in such cases the tissues of the body are 
not involved and only become involved at the site where the 
infecting organisms circulating in the blood happens to be- 
come lodged and there set up a focus of tissue involvement. 
In cases of blood infection it is difficult to determine just how 
extensive the infection is. Careful bacterial examinations show 
that in many cases pathogenic micro-organisms may be found 
in the blood in small numbers in cases where a focus of infec- 
tion exists, whereas, in other acute conditions they may be pres- 
ent in great numbers. But, at all events, as long as the in- 
fection is confined to the circulatory system, only that portion of 
the body is directly involved, the great bulk of body tissues re- 
maining free. In recoveries from infections the tissues that 
are involved are the primary source for protective ferment 
production, while the uninvolved portions of the body are mean- 
time taking no important part in bringing about an immunity. 
Since infections usually involve only a small portion of the body, 
and sinee this infected portion is called upon to produce the 
protective ferments to overcome the infection it is perfectly 
logical to exploit inactive healthy tissues by inoculating them 
so they will also produce protective ferments and by this means 
aid the involved tissues in overcoming the infection. 


Wright (The Lancet, March 29, 1919) under the discussion 
of ‘First Prineiples’’, states this proposition thus: ‘‘Placing 
ourselves at this point of outlook therapeutic immunization will, 
it is clear, be theoretically admissible so long as there remains 
in the body any part which is not already making its maximum 
immunizing response. And the programme of therapeutic in- 
oculation would accordingly consist in exploiting in the interest 
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of the infected regions of the body the immunizing responses 
of the regions which are uninfected ?’’ 

Furthermore, the presence of extensive toxic symptoms in 
acute infections is no evidence that these toxic germ-produced 
férments are effectively influencing the involved tissues for pro 
teétive ferment production with the establishment of an im 
munity. On the contrary, the rapid progress which infections 
often niake under the irritating destructive influences of the 
veri seéreted ferments it is evident instead of favorably in 
ilieheing tissue cells for immuno-production in many cases re 
tifds imtaunity. The virulent streptococcus infection previous 
ly referred to serves as a good illustration. In that case wi 
had «# rapidly progressing infection from a slight injury pro 
duéed bya needle prick. At best but a few streptococci could 
have heen inserted into the skin with the point of a needle. Evi 
déntly the streptococci that did find their way into the skin 
found the environment eminently suitable for their growth and 
multiplication. The ferments which these streptococci secreted 
were evidently efficient in preparing the food on which they 
lived but very destructive to the tissues. In the ineredible short 
space of time of four hours enough of this germ-produeed de 
structive ferment had developed to cause the thumb to be swol 
ley and very painful. Within nineteen hours the infection had 
extended along lymphatic channels the entire length of the 
arm with gangrene development of the skin where the needle 
had entered, associated with a temperature of 102.5°F. There 
was no evidence that any protective ferments were being devel 
oped by the infected tissues but on the contrary there was every 
indication that the toxic germs secreted ferments that were de 
vitalizing the involved tissues to a point of non-resistance : 
rapid fatal termination was averted by a timely application 
of therapeuti¢ immunization. This is an extreme éase but the 
principle remains the same. The toxie destructive properties 
of .ive -virulent organisms do not always favorably influence 
the involved tissues for protective ferment or anti-body produc 
tion and even when the infected tissues are so influenced by 
he. infecting organisms the immunizing response is usually slo 
in.development and often delayed until much damage is done. 
When.an infection gains.a foothold rapid. immunization is the 
paramount element in its eradication. This the involved tissues 
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‘an not readily accomplish on account of the toxic destructive 
nfluences of the infecting organisms. The physiologic princi- 
ple that tissue cells will respond more readily for immuno- 
levelopment under the influence of the less virulent, or killed 
organisms is taken advantage of by injecting killed organisms 
f the same kind or variety that prevail in the infected area. 
lhe tissues into which the killed organisms are injected are not 
aware that they are dead. They are intruders which are dealt 
vith Just the same as if a focus of infection had developed, so 
they get busy at once to get rid of them. The organisms, being 
killed, ean not develop destructive ferments which will irritate 
these tissues to a point of fatigue, consequently their elimina- 
tion is readily accomplished by protective tissue produced fer- 
nent. As an inherent provision to guard against subsequent 
infections, tissue cells when once activated for the production 
of protective ferments, as the result of contact with pathogenic 
organisms, continue to produce these protective ferments for 
some considerable time thereafter. These tissue produced pro- 
tective ferments are then conveyed by the circulating medium 
to the infected area and there aid the infected tissues in over- 
‘coming the infection. 

That this principle of utilizing healthy portions of the body 
by means of killed organism or vaccine injections to produce im- 
nunizing substances for the purpose of aiding the infected por- 
tions of the body in overcoming the infection is readily demon- 
strated by clinical experience, especially when the vaceine is 
applied early in the course of an infection This may be ex- 
plained on the ground that early in an infection, tissue cells can 
nore readily be influenced in their immuno-producing capacity 
than later on when the defenses of the body have become fa- 
tigued from the long continued exposure to germ produced tox- 
ins. Wright (The Lancet, March 2, 1919) was impressed with 
the advantages of this method from his experiences in treating 
infections during the war and says: ‘‘The most dramatie and 
‘onvineing because here no other therapeutic measures are em- 
ployed as adjuncts—are the successes obtained in streptococeal 
lymphangitis, cellutitis—I am thinking, of those cases which 
have already been incised without striking benefit.”’ 

[ have had extensive experience with the use of streptococcus 
vaccines in the treatment of acute streptococcus infection and 
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must agree with Wright that they are dramatic and convincing. 
It is a common experience to see such cases become quiescent 
in one or two days with a drop in temperature from 102° or 
103° to normal after one or two inoculations and go on to rapid 
recovery, if the infection has not been allowed to become too ex- 
tensive before the vaccine was employed. 

The use of vaccines in the treatment of furunculosis offers 
a good illustration that killed organisms, when injected under 
the skin, are better immuno-producing antigens than the live or- 
ganisms causing the furuncles. In some of these cases repeated 
crops of furuncles appear, keeping the patient in misery for 
months, in which every furuncle will produce more local and 
constitutional disturbance than a single dose of staphylococcus 
vaccine; and yet, the one dose of vaccine will develop more 
immunity than resulted from the combined influence of all the 
previous furuncles. Small furuncles that have started to devel- 
op will dry up, while the indurated area around those further 
advanced will soften, leaving a smal) abscess near the surface 
which will, on being opened, heal rapidly; after a few more 
inoculations at four or five-day intervals, the entire trouble be- 
comes eliminated. This the immunizing mechanism was not able 
to accomplish under the influence of live organisms during 
months and possibly years of activity. In fact, infections by 
some organisms appear to have a tendency to break down im- 
munizing resistance, whereas repeated inoculations of killed or- 
ganisms of the same variety have a tendency to build up an 
immunity. It is a common experience to find that where a sta- 
phylocoecus carbuncle develops several more similar carbuncles 
may be soon looked for. Recovery from an attack of pneu- 
monia does not establish a permanent immunity, but seems to 
make the subject more liable to future attack. The same may 
be said of erysipelas. Some people are particularly susceptible 
to taking ‘‘colds’’ or to tonsillar infections which are usually 
due to pneumococcus or streptococcus activities. Spontaneous 
recovery from rheumatic fever makes the subject particularly 
susceptible to future attacks which may finally develop into 
chronic arthritis. When these cases are treated by the appli- 
cation of immuno-therapy, with injections of killed bacterial 
suspensions, these relapses occur comparatively seldom, and es- 
pecially if vaccine inoculations are made for a reasonable length 
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of time after recovery. The only way we can account for this 
is that a more complete and intense sensitization for specific 
protective ferment production is developed under the influence 
of repeated injections of killed organisms than from active 
infections by live organisms. 


Many theoretical objections have been advanced against the 
use of bacterial vaccines in acute ‘‘general’’ infections, cases 
where the germs have invaded the circulating blood, on the con- 
tention that these invading organisms furnish sufficient stim- 
ulus to tissue cells for a maximum anti-body production. It 
must be admitted that at first thought it does not look reason- 
able to expect any benefit from injecting killed organisms where 
the circulatory system is invaded with live germs, but on closer 
investigation it is found that conditions prevail whch are not 
apparent at first. 


It is well known that normal blood serum contains bacteri- 
cidal substances for a large variety of pathogenic bacteria; and 
if a certain organism gains entrance to the blood stream and 
maintains itself there it is evident that germ-destroying sub- 
stances for this particular organisms are not adequate for the 
oceasion. Evidently the live organism offers a certain resistance 
to destruction, and until active destruction of the germ takes 
place no sensitization for specific anti-body formation has taken 
place. It is remarkable how the tissue structures of the various 
parts of the body avoid the infecting organism and prevent 
localization, when we consider the enormous number of organ- 
isms which are present in the circulating blood in these cases. 
And when localization does take place, certain kinds of organ- 
isms have a distinct tendency to invade certain organs, while 
others may localize in almost any part of the body. Thus the 
pneumococcus attacks the lung tissue; certain streptococci, the 
heart or joint structures; the meningococcus the cerebral and 
spinal meninges, ete., while staphylococci have no special’ pre- 
dileetion for localization while circulating in the blood; but ac- 
tive anti-body formation for the eradication of the infecting 
organism from the blood does not take place until localization 
of the infection has taken place. In this connection Allen (‘* Vac- 
cine Therapy and Opsonie Therapy,’’ Fourth Edition, p. 267) 
says: ‘‘Antibodies are not formed in the general circulation, 
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but in the blood-forming organs, muscles, and subcutaneous tis- 
sues. It therefore follows that it is only when circulating bac 
teria have been trapped in such localities that any stimulus is 
given to the formation of anti-bodies.’’ By injecting killed ba 
terial suspensions in such cases we have the distinct advantage 
of obtaining localization of tissue cell activities for protective 
ferment production and this is accomplished with an antigen 
that offers no resistance, so a full measure of anti-body may be 
produced. 

The unquestionable practical results that have been obtained 
in the treatment of blood invasions by streptococci, pneumococ 
ci, staphylococci, gonococci, typhoid bacilli and other organisms 
by vaccine inoculations, when used reasonably early, justifies 
this conception as to the workings of the immunizing mechan- 
ism under the influence of killed germ inoculations in acute in 
fections involving the blood. 

The objection that bacterial vaccine injections are not practi 
cal in acute infections on the ground that it requires four or 
more days for anti-body formation to take place from such in 
oculations and that, meantime, a sufficient antigenic stimulus 
will have developed by the infecting organisms to cause a max 
imum anti-body formation, is not sustained by experience. The 


simple fact that it requires considerable time to develop a 


measurable amount of -precipitins, agglutinins, lysins, ete., from 
vaccine inoculations in healthy individuals is no evidence that 
anti-body formation has not had an ‘earlier existence; further- 
more, there is good reason to believe that tissue cells act more 
promptly to vaccine inoculations in the early stages of an in 
fection than otherwise. Opsonic index determinations usually 
show increased opsonin production within 24 hours after a vac 
eine inoculation in the presence of acute infections. Besides 
this, clinical evidence shows that marked improvement usually 
takes place within one to three days. In this connection Allen, 
of London, says: ‘‘The attempt, therefore, to induce on the 
second or third day an artificial crisis in pneumonia, which 
normally would not occur until the seventh or eighth, or an im- 
mediate defervescence in typhoid fever which would otherwise 
be delayed for many days, may therefore be justified, and prac- 
tical experience, so far as it goes, does not contra-indicate the 
procedure.’’ In the early days of acute infections tissue cells 
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are not exhausted in their defensive powers and a dose of vac- 
cine is so small that its toxic content, for all practical pur- 
poses, amounts to nothing as compared to the toxie substances 
that are continually being evolved from the existing infection, 
while at the same time the vaccine contains enough devitalized 
organisms to stimulate specific anti-body production for the de- 
struction of the infection organisms. 

There is good reason to believe that there are various degrees 
or stages of disintegration in the disposition of bacteria and 
bacterial products by these tissue-produced protective ferments, 
and that when the disintegration is incomplete, toxic or poison- 
ous symptoms develop. Greely (Journal A. M. A., Feb. 6, 1915) 
in considering the problem, says: 

‘*Any individual becomes what is called sensitized to an infee- 
ting organism soon after it or its products gain access to the 
general circulation, and as this means that his lymph contains 
newly developed enzymes peculiarly adapted to the disintegra- 
tion of the special bacterial protoplasm involved, no sooner does 
such protoplasm find its way into his tissues then it is attacked 
and more or less completely digested. The symptoms arising 
from this process depend directly on the activity and quantity 
of such enzymes that may be available, no less than on the 
quantity of bacterial matter introduced. If these two factors are 
so related that immediate and complete disintegration of the 
bacterial matter takes place, no symptoms whatever occur. But 
if the digestive process proceeds relatively slowly, as with our 
gastro-enteric digestion of albumin, through albumose and pep- 
tone to amino-acids, the poisonous action of the intermediate 
products shows itself in symptoms of inflammation at the point 
of introduction—in fever, increased pulse rate and malaise gen- 
erally.’’ 

The prompt relief from fever and other toxic symptoms, often 
within 18 to 24 hours after vaccine inoculations, when used early 
in severe acute infections like pneumonia, puerperal sepsis, 
erysipelas, typhoid fever, and so forth, indicates that vaccine 
inoculations hasten protective ferment production to such a high 
degree of efficiency that toxic materials are largely or entirely 
disposed of. 

Bacterial Vaccines in Chronic Infections. Chronic infections 
present a condition in which the living cells of the host have 
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developed a certain tolerance to the presence of micro-organisms 
This is evidently due to a certain resistance that the invading 
organism offers to destruction by anti-body formation, specifi 
sensitization not having developed to a point of sufficient inte: 
sity to eradicate the infection. Here vaccine inoculations are 
clearly indicated, at least in such diseases as come under the 
domain of vaccine therapy. In the application of vaccine therap) 
in chronic infections we find that results are good, as a rule, yet 
they are not so striking and decisive as when applied in the ear!) 
stages of acute infections. This may be accounted for on the 
ground that in chronic infections repeated auto-inoculations 
have crippled the immunizing mechanism, or that extensive in- 
flammatory deposits hinder a free supply of immunized blood to 
gain access to the infected area. 

The underlying principle involved in the action of vaccines 
in chronic infections is the same as in the acute varieties. In 
the treatment of chronic infections, however, we find that reac- 
tions, both local and general, are more pronounced as a rule, 
smaller doses should be applied than in severe acute cases, and 
inoculations should be made at longer intervals. Why this eon- 
dition prevails I will not attempt to explain here. Most reac- 
tion is usually observed after the first inoculation, subsequent 
inoculations producing less reaction under increasing dosage. 
Since vaccine inoculations are particularly efficient in acute in- 
fections, I am persuaded that if they are regularly used in the 
treatment of acute disease, chronic ailments due to infections 
would be avoided. 


THE PRACTICAL VALUE OF THE SLIDE DIAGNOSIS 
OF GONORRHEA AND OTHER PYOGENIC 
INFECTIONS OF THE GENITO-URINARY 
TRACT.* 


By A. MATTES, M. D., 


Instructor, Laboratory Clinical Medicine, Tulane School of Med'‘c'ne: Clinical 
Assistant in Genito-Urinary Surgery, New Orleans Polyclinic. 


The object of presenting this paper is not to enlighten you 
in a new field of endeavor but to more forcibly impress, if 
*Read before the Louisiana State Medical Society meeting, April 19 to 21, 19?! 
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possible, the feasibility, the importance and, above all, the 
diagnostie value of slide diagnosis in gonorrhea. 


In order to examine a specimen of pus or secretion obtained 
from any part of the genito-urinary tract, it is first necessary 
to properly obtain it, and, secondly to properly prepare it, 
hefore proceeding to examination. Though this may sound sim- 
ple, the diagnostic value of all examinations depends upon 
material properly obtained and slides properly made therefrom. 
Thirdly, the choice of staining methods and technique employed 
may greatly affect the accuracy of results. 


In the male the secretions or exudates within the anterior 
urethra are easy of access and give rise to little confusion. 
Cleansing of the parts, followed by stripping the urethra and 
wiping off the excess of material exposed, takes but a moment. 
Now with a platinum loop thin smears of material from just 
within the urethra are made on at least three slides. The loop 
is preferred because it can be sterilized, will pick up small quan- 
tities, and does not in any way affect or alter the material in 
transferring it to slide or in smearing it. 

The male patient having urinated, the prostate and vesicles 
are massaged, smears immediately made and thinned out and not 
left to lump or cake on the slide, as is not infrequently done. 
If following massage no secretion is obtained, the urine now 
voided will contain all secretion that drained backwards into 
the bladder. Centrifugalization and examination of the sedi- 
ment is the next step. 

At times it may be necessary to select the shreds in urine 
for examination. When large, a loop or capillary pipette is 
used to collect them When small or few it is necessary to cen- 
trifugalize the urine, decant the supernatant fluid and repeat 
the process until sufficient sediment has been obtained for use. 

In the female, material for examination must be collected 
from all parts of the genito-urinary tract. This requires ‘‘milk- 
ing’’ the vulvovaginal glands, periurethral glands, and strip- 
ping the urethra. Now a speculum .should be inserted and 
the cervix, as well as the area surrounding it should be in- 
spected. Smears are made from the surface of the cervix, then 
the vervieal eanal and finally, with great caution, from the uter- 
Ine vavity in certain cases. Material adhering to the cervix or 
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lying in the canal is removed with a swab dipped in some such 
alkaline solution as sodium bicarbonate or by means of an alka- 
line douche. A grooved director is gently inserted into the 
cervical canal. By gently manipulating the director as a cur- 
ette, material from the glands draining into the cervical canal 
and lower uterine segment may be obtained, and from this pro- 
per smears are made. If cysts are present, they should be 
opened with a small bistoury as they not infrequently serve as 
harboring sites for gonococci and other organisms. 

The smears are fixed with heat and stained with Loeffler’s 
methylene blue for one-half to two minutes. The stain is washed 
off with water, and the slide is dried and examined for the 
presence and number of organisms, their morphology, the ar- 
rangement and type of cells and the relation of the organisms 
to cells present. 


It should be remembered that a case need not necessarily 
be considered gonorrheal or so diagnosed upon finding intracellu- 
lar diplococeci in a simple stain. 

The organisms with which gonococeci are often confused are 
colon bacilli, staphylococci, and micrococeus catarrhalis. Gram’s 
stain aids greatly in the differentiation and should be made in 
all cases to avoid confusion and error. In its application, too 
much stress cannot be laid on the use of Gram’s iodine solution 
for a sufficient length of time and proper decolorization with 
aleohol. Avoid over counter staining, for counter stains per- 
mitted to remain on the slide for a long time alter the stain- 
ing qualities of organisms. 

Colon bacilli are easily differentiated, even the coccoid bacil- 
lus giving no concern if only average perception is used to detect 
the presence of the limiting zone or complete outline of the 
bacillus. Though acute gonorrheal vaginitis gives the same frank 
picture of intra-cellular diplococci in numbers that is found in 
the male, the picture in the chronie case is quite a different 
one. After the acute stage the vaginal discharge contains very 
few gonococeci, and innumerable secondary invaders amongst 
which are always many colon bacilli. These latter are often the 
source of confusion to the uninitiated, as it takes some little prac- 
tice to be able to differentiate the coecoid forms of colon bacilli 
from gonococci. This is of extreme importance in the examina- 
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tion of specimens from the female and accounts for the lack of 
faith in other than one’s own diagnosis. Here the criteria of 
diagnosis are Gram negative diplococci, distinct, typical, bean or 
kidney shaped and intracellular. A scattered pair is insuffi- 
cent for diagnosis unless borne out by an exact history and 
a careful physical and laboratory examination. 

Staphylococci may under exceptional instances give rise to 
confusion. When present they oceur for the most part as ac- 
tively dividing cocci. They are found both intra- and 
extra-cellular, and appear much like diplocoeci. As a 
rule they are Gram positive. In films that are too thick or 
improperly stained they sometimes appear Gram negative. 
They vary slightly in morphology, being more evenly paired and 
shorter in the long diameter than gonocoeci. Due to the rapid- 
ity with which certain strains of Staphylococci lose their abil- 
ity for retaining Gram’s stain, repeated examination im excep- 
tional cases may be necessary to establish a diagnosis. It is here 
that a careful history and repeated frequent examination are of 
value. 

Micrococcus catarrhalis is morphologically like the gonococ- 
cus, stains like it and is found both intra- and extra-cellular. 
It can be differentiated by the scarcity of organisms, the infre- 
queney of more than one or two pairs in a pus eell, and the 
absence of any flaring up or acute exacerbation when attempts to 
provoke such a reaction are made. Some cases that are diag- 
nosed as being non-specific infections due to the micrococeus ¢a- 
tarrhalis are really gonorrheal. These are usually old or re- 
current cases with few organisms in which thorough examina- 
tions have not been made. 

It is no surprise therefore, that in discharges thought to be 
gonococei, or so diagnosed by the use of Loeffler’s methylene 
blue stain alone, a small percent are incorrectly diagnosed. 
This percent materially increases if one neglects this simple ex- 
amination. The possibility of a simple urethritis, urethrorrhea, 
colon bacillus, staphylococcal, streptococcal, influenzal, pneumo- 
coccal, diphtheroidal, and other bacterial infections, not ex- 
cluding the sterile discharges and discharge from an intraure- 
thral chanere or tuberculosis, should be kept in mind. 

Making a diagnosis on history alone is not justified in these 
days of modern practice. Non-specific infections of the genito- 
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urinary tract occur very frequently. The symptoms in many 
such cases are practically the same as those of gonorrhea. How- 
ever, the prognosis is entirely different and the treatment nec- 
essary different. 

Should the profession, seeking light as it does in new meth- 
ods of diagnosis, forget the established means of arriving at 
such a diagnosis? Should such cases go through their life mis- 
labeled, subjected to faulty treatment because simple slide ex- 
amination was not made? Should misfortune befall a family 
or ruin follow closely as a result of such neglect? 

By resorting to a procedure as old as the history of the or- 
ganism, this may be avoided and cases will be properly diagnosed 
and errors for the most part eliminated. It is for cases that 
are not gonorrheal that this plea is made. The method is prac- 
tical, simple and well known.- Practice of medicine has outgrown 
quinine administration for the diagnosis of malaria, and now 
usually awaits a laboratory diagnosis before treatment is begun. 
Should not the same apply to the diagnosis of gonorrhea as 
well? 

DISCUSSION. 

Dr. C. C. Bass, New Orleans: I wish to emphasize the idea 
brought by Dr. Mattes’ paper, namely, that a slide diagnosis of 
gonorrhea is one of the simplest laboratory procedures we have 
today. The technic is so simple and the information obtained 
so dependable, it would seem that one who takes the responsibil- 
ity of making a diagnosis and directing the treatment of supposed 
urethritis or gonorrhea in any form is hardly doing justice to his 
patient and is hardly discharging his responsibility unless he takes 
advantage of this simple and practical procedure. 


ON THE MANAGEMENT OF THE CHRONIC 
NEPHRITIC. 


By ARHTHUR A. HEROLD, M. D., Shreveport. 


By ‘*The Chronic Nephritic’’, we are referring to those chronic 
renal cases, usually of the contracted-kidney type, who remain 
for the most part at home, occasionally attending to some busi- 
ness matters and, perhaps, favoring us with the opportunity 
of a few days of close observation and study by a brief hos- 


pital sojourn. These are cases of very difficult prognosis, as 


*Read before the Louisiana State Medical Society meeting, April 19 to 21, 1921. 
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we shall detail later, and, as to treatment—we should say ‘‘man- 


agement’’—many get along very well by heeding our advice, 
while others surprise us by the length of time that they hold on 
in spite of ignoring it. 

It is not my purpose, in this paper, to go into the subject’ of 
diagnosis, but, in order to properly manage them, it is necessary 
that we have some method of keeping up with the patients, 
in order to properly direct diet and medication (if any) and 
also as an aid in attempting to prognosticate. 

We all know how the novice might give groundless cheer by 
the absence of albumin or the searcity of casts; we know, too, 
how the clinician, with limited laboratory facilities, is often 
awed and discouraged when he reads a paper, reporting cases, 
in which the kidney condition is guaged by Ambard’s co-efficient, 
the non-protein nitrogen, urea nitrogen, blood sugar, creatinin, 
hydrogen ion, ete. In a concise and interesting paper, by Dowden 
of Louisville, read at the Asheville meeting of Southern Medi- 
ical Association, as well as in Christian’s discussion of same, 
the point was brought out that, generally speaking, as much can 
be learned by simpler methods of studying the cases; by know- 
ing the amount of fluid intake and learning the 24 hour excre- 
tion, with specifie gravity, for several consecutive days, much 
light can be thrown on the subject of renal capacity and im- 
pairment. To this, we might add that valuable adjuncts, easy 
to perform, would be the daily study of urea excretion on a 
constant diet, and a weekly functional test. These studies should 
be kept up until such time that we feel we understand the case 
sufficiently well to give general directions, subject to change 
from time to time, liberal enough to save him hardships, but 
cautious that, if we do not help him, we will, at least, not harm 
him. 


Being satisfied on this score, we next turn to the treatment 
and, of course, the first thought is the cause. Unless we have as- 
certained from a careful history and physical examination, that 
the etiology is in the past, we should look for possible foci 
of infeetion; in this, we should be conservative, before attack- 
ing any suspected focus, we should weigh well the evidence, dis- 
cuss thoroughly with surgeon, dentist or laryngologist the possi- 
bilities and the probabilities of the clue being right or wrong 
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and then consider, also, if the good to be accomplished by the 
proposed focal extirpation would more than compensate for any 
harm done, otherwise; e. g., | know a nephritic who was put 
through the torture of having all his teeth extracted, with little, 
if any, improvement in the renal condition, but with the great 
subsequent handicap of being unable to masticate solid food 
as he cannot get a comfortable set of plates and, therefore, 
does without any. Consider the nutritional disadvantage in this 
ease! Do not undertsand that | am arguing against removal 
of probable foci, in fact, I am heartily in favor of it, but: ‘‘Be 
sure you are right; then, go ahead.’’ 


The next point that will surely come up, if the patient be 
one of means, will be where is the best place to go for treat- 
ment; on this subject, | cannot do better than to quote Dr. John 
B. Elliott, Jr., who, in answer to the query put to him, at re- 
quest of patient of mine, replied: ‘‘Keep patient at home and 
diet him, yourself.’’ And right here, gentlemen, let me make 
a plea against this rainbow chasing so indiscriminately indulged 
in by this class of cases, generally encouraged by the attend- 
ing physician, who, trying to evade responsibility for the un- 
favorable termination, which he knows will come sooner or later, 
tells the relatives that they cannot do better than to take him 
to Blank Springs, Blank Wells or Blank Sanitarium. An in- 
telligent wife, mother, sister, daughter or nurse will, if prop- 
erly directed, make his food more palatable, his chair or bed 
more comfortable and his surroundings more congenial than 
money can buy at all the resorts in the country! 


It is not my purpose to outline the chronic nephritic diets, as 
these may be obtained from numerous sources, but permit me 
to state that, right on this point, the cases need individualizing ; 
most of them do nicely on a diet with a liberal supply of sweet 
milk, while others (and especially those with low renal function, 
and, hence, retention of toxic products) do not tolerate it. I 


have under observation now a case, subject to recurrent spells 
of nausea and to whom general food is repulsive, that has lived, 


almost entirely, for the past ten months, on a quart of cream and 
ten tablespoonfuls malted milk per twenty-four hours. 

On the subject of drinking water, I often think of what Prof. 
Metz used to call ‘‘Humbug Waters’’ and feel that he hardly 
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made the term broad encugh in its application. Why, all that 
we want for these cases is pure water; if we want it medicated, 
we can add the medication! While not denying that many of 
the mineral springs supply a good diuretic water, I contend that 
for the general run of chronic nephritics, good old H?O, clean 
and uncontaminated, as furnished by nature in the form of 
rain water, is the best. The mild lithia waters and some of 
the laxative waters are often helpful, but beware of those heavy 
with chlorides, especially if our patient has a tendency to ede- 
ma. I always have them avoid ‘‘hard waters’ 

Now, as to drugs: avoid useless routine medicines, especially 
diureties, which are liable to aggravate the lesion, as careful 
urinalyses will prove; pure water is the best diuretic for most 
of the cases and the ordinary patient should be warned against 
over-taxing the kidneys with even this, with the suggestion, very 


‘ 


often, of a ‘‘water-day”’ or ‘‘kidney-flushing-day’’, once or twice 


a month, as advocated by von Noorden. 


However, we are justified in using drugs vigorously, if we 


know of an underlying or contributing disease, which can be 


benefitted in this way. I have had some success in advanced 
nephritis in‘syphilities with the intravenous injection of bichlor- 
ide of mercury; a patient under my care at the present time, 
with a history of thoroughly treated lues over thirty years ago 
and upon whom the blood Wassermann is persistently negative, 
seems to take a new lease on life after a prolonged course on 
protoiodid of mereury; I contend that the cachexia should be 
treated, even tho, as in this ease, the laboratory shows no pres- 


ent evidence of the disease. 


Furthermore, speaking of drugs, there is one which stands out 
pre-eminently—a ‘‘sine qua non’’, if you will—in those ad- 
vanced cases with palpitation, dyspnea and anorexia. I refer 
to morphia. To quote von Noorden, verbatim: ‘‘I never use 
morphia in chronie nephritis if there is no special indication. 
| regard as indication for morphia stenocardiae attacks which 
rise in the final stages of this disease and I mean that no other 
drug is of such good effect under these cireumstances.’’ I con- 
sider the usual hypnotics absolutely injurious in all cases; as 
to bromides, they are frequently helpful, especially in the cases 
with hypertension, but, even here, they must take their place 
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after morphia, which they do not supplant. Of course, the 
main objection to a narcotic is its constipating effect ; we should 
guard against this by giving a cathartie as soon as the action of 
the drug has spent itself (and not while patient is under the 
influence of it). We should always be mindful of protective 
therapy and, therefore, proper care of bowels should be imprest 
upon patient and attendant. 

I have made no reference, so far, to drugs of the nitrite group 
and, while I admit that I have used them, and sometimes with 
temporary benefit in cases with high blood pressure, I feel 
that we should and can, in the great majority of these patients, 
do without them, by proper handling of the case otherwise. The 
patient should be properly clothed so as to avoid chilling and, 
if he be one who attends to business, he should be warned against 
getting wet. When the condition permits it, he should be encon- 
couraged in moderate exercise, in the open air; if he cannot 
walk, rides in carefully driven automobiles are advisable. In 
activity is obviously bad, except in a very limited number of 
cases. 

As hinted early in this paper, the prognosis is the most diffi- 
cult part of the whole matter, so that very often the physician 
will get the reputation of being an ‘‘alarmist’’, when, as a mat- 
ter of fact, he is only honestly mistaken and erring on the side 
of safety—for himself. I lost a patient with this disease, in 
January, who was sent home from a health resort, three years 
ago, with the advice to ‘‘make her will at onece’’; I have one 
under my care now, who was brought home from.an excellent 
institution in May, 1920, by his attending physician there. 
who told him that he would *‘ promise to get him home alive and 
that is all.’’ And I am sure that I did nothing in either case 
to prolong life—unless it be that I have followed the policy of 
not overtreating them, as long as the families would stand for 
it! 

Then, on the other hand, we are all familiar with the fact that 
many cases, apparently with slow progress of the disease and 
really showing some signs of improvement, will suddenly leave 


us by the cardiac, embolic or apoplectie route. 


To sum up the management, in general: 
1. Do not try to do too mueh; avoid over-eating. Place 
some reliance on nature. 
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2. Advise against over-taxing organs; patient should not ov- 


ereat nor overdrink. 


3. Get co-operation of intelligent member of family or com- 
petent nurse; if patient not seen regularly, get frequent reports. 

4. Remove probable foci of infection. Treat any cachexia or 
diathesis. Avoid useless drugging, but do not hesitate to em- 
ploy morphia promptly, when indicated. 

5. Use common sense as to clothing, exercise and fresh air. 
Avoid danger of chilling, but remember the patient is no hot- 
house plant. Secure his confidence and there will be no trouble 
about his co-operation in these respects. 


6. Bé guarded as to prognosis. 


DISCUSSION. 


Dr. J. B. Elliott, New Orleans: As regards the prognosis in cases 
of nephritis, I depend almost entirely upon the phthalein test. We 
had a remarkable case in New Orleans about five years ago. A young 
man came into my office whom I had known for several years 
and whose urine I had examined over and over again. It showed 
a few hyalin casts. The heart was hypertrophied. The blood 
pressure was 160. He had lost no flesh. He came back to my 
office after being out at one of the mineral springs. I made a 
careful examination and found the heart hypertrophied. There was 
no murmur. The blood pressure (systolic) was 160. I subjected 
him to the phthalein test and got back zero in the first and second 
hours. I could not believe it. I took him the next day and gave 
him another phthalein test and it came back zero. I examined 
him as carefully as I could, and sent him to another doctor as I 
thought there might be something wrong in my technic. Another 
physician did the same thing and found zero. He gave a prognosis 
of death inside of ten days. The patient died on the ninth day. 

As regards the blood urea nitrogen, Dr. Jones and I do it in 
almost every case of nephritis coming to the office and we find the 
blood urea nitrogen does not rise just preceding the uremia. If you 
get a typical case of chronic nephritis, with albumin and casts in the 
urine, with generally high tension, that man will give you a normal 
blood urea rating of say 12 or 13. He will hardly give you a 
normal urea rating on a low phthalein test. 

I have reviewed in the last two or three months 248 cases of 
high tension that I have treated in the last nine years. The blood 
pressure was 165 systolic at the base in these 248 cases; 167 showed 
albumin. On the first examination 20 per cent. showed a bare 
trace of albumin; 191 showed hyalin casts, and 82 showed hyalin 
and granular casts in the urine. 

In regard to the etiology of these cases, in the last 100 cases we 
have seen in the office with nephritis and high tension, a blood 
Wassermann examination was made in 72. Of the 72 cases, 22 
per cent. showed a positive Wassermann, but a great many more 
gave a typical history of syphilis having been treated very thor- 
oughly. Therefore, I should say that at least 35 per cent. of the 
patients I see with high tension and nephritis have syphilis as a 
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background. I believe the vast majority of cases are due to over- 
feeding. I do not call it overeating. 


As regards the treatment, I agree with Dr. Herold, and I am 
violently opposed to the use of water. These patients drink too 
much water. They go to mineral springs, fill up with water, and 
come back and have trouble. 


Dr. I. I. Lemann, New Orleans: Dr. Herold’s paper is chuck full 
of common sense. The commendation that he has for the simpler 
tests is I think very timely. One of the easiest tests that the 
practitioner can carry out, and which will prove to be of great 
help, is the determination of the fixation of the specific gravity. 
If the urine is collected at two hour intervals during the day and 
in one large quantity from bed time to rising, it will be found in 
a normal individual that there is a variation in the specifi¢ gravity 
during the twenty-four hours of eight to ten points at least, whereas 
in the chronic nephritis there is a fixation of specific gravity and 
usually at a low point. This test also permits a comparison of the 
amount of urine excreted during the waking hours, or during 
the hours in which the patient is up on his feet, and the amount 
of urine excreted during the time he is recumbent. Normally, the 
amount of urine secreted while the patient is up and about is lar- 
ger than the amount secreted while he is not on his feet. 


While in general my experience corresponds to that of Dr. Elliott 
with regard to the phthalein test, it does not wholly. I remember 
several cases of low phthalein where the patient has lived a very 
long time. I have in my records at least one case where the read- 
ing was zero, and the patient lived over a year. We must not 
put our trust entirely in the phthalein test. 


I wish to add my protest to what has been said against the 
overdrinking on the part of these patients at resorts. There are 
one or two resorts where it has been the custom to send patients 
with the idea that they can be cured of nephritis, and where they 
drink and drink and dilute the albumin and dilute the number of 
casts, but I have seen a long series of cases coming from that 
place who have died within two or three days after their return to 
New Orleans from apoplexy or coma, and often from bleeding from 
the nose. 

Dr. A. E. Fossier, New Orleans: There are two points brought 
out in the discussion of this paper that are of the utmost import 
ance, particularly the one brought out by Dr. Elliott in regard 
to overeating. I think a good many of the sins that have been 
attributed to alcohol may be rightly due to overeating. I do believe 
that more nephritics have been made by overeating than by the 
use of alcohol. This is an observation we have been able to make 
for many years past. A man who never did touch a drop of alco- 
hol had frequently cirrhosis of the liver or a general sclerotic condi- 
‘tion who is absolutely injudicious in the way of eating. 

Another point emphasized by Dr. Elliott and by Dr. Lemann 
was the sending of these patients to springs. I can recall very 
well patients who went to such springs, drank a lot of water, and 
were brought back home to die. The reason for this is that the 
majority of these patients were men in the late fifties or the be- 
ginning of the sixties, men who for some reason or other either 
overworked or overate. Their organisms have simply been used 
up, their arteries have become weakened, and arteriosclerosis has 
taken place, and as a consequence their hearts are weakened, they 
are obese, and there is encroachment of the fat upon the heart 
muscles, They do not die for any other reason than the increased 
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amount of work that is thrown upon the heart. These individu- 
als go to these mineral springs with their hearts in a wobbly con- 
dition and come back with enormous dilatation and murmurs show- 
ing that the heart has failed. 

The age of these patients has a great deal to do with their 
condition. We find patients who have been accustomed to hard 
work, particularly some of them are said to have made their mark 
in life, and in their later years they want to enjoy life, and all of 
a sudden they find they have high blood pressure and nephritis. 
Overwork is the cause in many of these cases rather than syphilis. 
In the early cases of true nephritis syphilis may be and is the 
cause in a great majority of cases, but in those cases past fifty-five 
and sixty, there is nothing else to bring about the process but pre- 
mature old age. 

Dr. Allan Eustis, New Orleans: It is not a question of calories. 
Carbohydrate calories do not overtax the liver. When they are 
burned up they form carbon dioxid and water. It is the calories 
in the form of protein which harm the kidneys. It is beefsteak and 
not apple pie and dessert. Some of our leading men will advise 
giving calomel every two weeks to their nephritics, but pay no 
attention at all to intestinal toxemia. We have heard nothing said 
about intestinal toxemia in the cases under discussion, and if, as 
Dr. Herold states, “‘Common sense must be used’’, one must consi- 
der the influence of intestinal poisons. Let us try to prevent intes- 
tinal toxemia in these cases and a great many more of these so- 
called serious nephritics will perhaps live for many more years. 

Dr. E. Denegre Martin, New Orleans: Years ago, when I began 
the practice of medicine, we stimulated bad hearts and overworked 
kidneys. While we should stimulate bad hearts, I think it is well 
to let the kidneys rest. 

Dr. A. A. Herold, Shreveport, (closing): I want to thank the 
gentlemen for their friendly discussion. The paper was not read 
with any idea of bringing out anything new but to emphasize things 
that are constantly seen. 

As to the phthalein test, which was referred to by Dr. Elliott, 
I have had a limited experience with it. In the case I spoke of the 
phthalein was slightly under 30 for two hours. 

As to sending these patients to mineral springs, I had a physi- 
cian as a patient who went to a certain well-known summer resort ~ 
and came home edematous above his knees simply because he 
drowned himself with drinking water. You are overworking the 
kidneys and the heart by consumng so much water. This physi- 
cian died of uremia in less than a year after that. 

This paper has brought out a discussion which should serve 
to warn doctors and patients against overfeeding, and having ac- 
complished that, the object of the paper has not been in vain. 


TREATMENT OF THE SOUL.* 
By DR. JOHN B. ELLIOTT, New Oreans. 


[ realize full well that to discuss the ‘‘Treatment of the Soul’’ 
before a body of scientifie medical men will invite much criticism. 


*Read before the Louisiana State Medical Society meeting, April 19 to 21, 1921. 
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Many will ask if the diagnosis of ‘‘sick soul’’ in these cases is 
correct ; just as is so often done when neurasthenia is diagnosed 
and the cases found later to be some organic lesion of brain or 
lung. 


In making a plea for the treatment of the ego or soul, or 
whatever you choose to call that intangible thing which makes 
one person differ from another, | am not asking that our small- 
est portion of physical or laboratory research be omitted. I be- 
lieve fully and thoroughly in the use of every diagnostic aid 
that we can marshall to unravel the numerous ailments of the 
human body, but I feel that in modern day medicine we are 
beginnir’ to regard our patients too much as ‘‘walking test 
tubes’’; to be boiled and filtered and incubated; to which rea- 
gents can be added or subtracted, until the end reaction is ob- 
tained and then called a ‘‘cure’’. I know that none of us be- 
lieve in Christian Science, or Faith healing and yet the prac- 
tice of both is increasing daily, I fear, in this and other countries 
and must have something of truth in them to hold so many to- 
gether. We, as physiologists, know their fallacies but we should 
not shut our eyes to the good point in their teaching, namely, 
that contentment of the mind has much to do with the well 
being of the body. 


Every physician attempts to find out the cause of his pa- 
tient’s illness, but do we dig deep enough into his or her per- 
sonality and environment, where often lies the primary cause 


“ 


of the trouble? How often do we quiz and question and exam- 
ine eases for long hours and hear stories of this or that ache 
and pain for which no one can find a physical cause and which, 
in fact, has no physical cause, but which has its source in the 
highest of all our attributes, the soul. These cases are not neur- 
asthenics nor are they psychasthenies in the true definition of 
those words; they have neither mental nor physical fatigue, but 
are primarily unhappy in their environment and, in the effort to 
adjust themselves to their environment, they do develop neuras- 
thenic stigmata. 

The diagnostic clinic is growing by leaps and bounds in this 
country and is going to be the means of saving thousands of 
lives and much money to those equally bankrupt in health and 
purse, but this very centralization of knowledge will, I fear, re- 
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move that personal touch which is so essential in forcing from 
some patients the story of the hidden heartache or soulache 
which is the primary focus of the trouble. I do not forget my 
‘ases of neurasthenia cured by some wise, farseeing surgeon who 
lisecovers gall stone or chronic appendix; nor do I forget those 
other cases where the surgeon has been in and out two or three 
times and no benefit derived, because environment has not been 
altered nor mental unhappiness satisfied. 1 am ashamed to ac- 
knowledge my ignorance of modern psychiatry, but, from what 
little | have studied, I do not believe that I am a Freudian, 
nor do I use intricate psychanalysis in trying to get at the hid- 
den foundations of these unhappy people. An open, frank 
avowal of my ignorance of their true conditions, after a com- 
plete study of all the physical and laboratory aids that I can 
command, with an equally earnest expression of my great de- 
sire to lift them out of the deep in which they seem to be en- 
vulfed, will often bring out the trouble. 

Case after case occurs where the young man or young woman 
is sent off to school of a higher grade than that to which their 
parents had gone; where their minds have been broadened by a 
glimpse into the worlds of art and literature and educated so- 
ciety; where the ambition has been aroused to develop into 
something better than the average wage earner. Then, sud- 
denly, the doors are shut and they go back to the small cir- 
cle from whence they came, be it village, city or farm, and the 
struggle of adjustment begins. The unseeing parents wonder 
why they are not content to lead the old life and do the chores 
with a smile and eventually they are carried off to the doctor 
to find out why they are not as they were; and then begins the 
hunt for physical ills which are not physical. The home-loving 
mother or the work-a-day father are now out of touch with 
the unsettled daughter and ambitious son; the daughter has the 
hardest time as she cannot leave the home so easily to follow her 
own desires and so, more often, becomes unhappy and from this 
unhappiness develops that symptom-complex which we dub 
neurasthenia. 

Many eases classified as shellshock in France were but an 
outward manifestation of the reaction to fear and horror of 
vrewsome sights on the part of the soul. These boys were not 
cowards; they were of the bravest when in danger. Unfor- 
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tunately for them our convalescent camps did not furnish what 
they needed; namely, mental rest and diversion. They were 
treated as if physically ill. Our British and French Allies were 
more farsighted; they built up morale rather than muscle. 


The treatment of these cases is obvious, change of environ- 
ment; work that is mentally satisfying; but most of all some 
one who understands why they suffer; some one who does not 
classify them as hysterical. Ill directed sympathy from family 
or friend.does more harm than well meant ridicule. The rest 
cure sanitarium does not bring about the desired result; these 
sick souls require and demand individual attention; they must 
be inoculated with the germ of optimism and held up until they 
can walk alone. 


As you can readily see the attending physician has a man- 
sized job; he must be a psychologist rather than doctor. 


As | have stated previously, | wish to apologize to you for this 
badly expressed talk but can assure you that | am very much 
in earnest in begging you to look at your patients a little more 
as souls rather than ‘* Walking Test Tubes’’ 


DISCUSSION. 


Dr. A. E Fossier, New Orleans: I was much impresed with the 
paper of Dr. Elliott especially, as some others have expressed simi- 
lar views and have been criticized by men who do not know any- 
thing about the subject, not that I would say anything 
about the soul but about the mind. The mind is an attribute 
of the soul. The mind has control over every cell of the body; 
it has control over the circulation and over the different organs. 
Anything that will cause a disturbance of the mind will generally 
cause some physical disturbance also. 


For instance, my little girl was very sick with threatened mas- 
toiditis, and I was so worried in mind that my system became an 
easy prey to this condition, although as a rule my resistance to 
disease is very great. Worry will pull down an individual very 
rapidly, and it is enough to cause the physical conditions that we 
see which will not be caused otherwise. Environment has a great 
deal to do with it for the same reason mentioned. 

I disagree with Dr. Elliott in regard to neurasthenics or hys- 
terics. There is a physical condition back of their trouble, and 
whether it is in the brain cells or in some other condition, I do not 
know. My theory is that it-is due to the circulatory disturbances 
we find in connection with the visceroptoses. I believe what Dr. 
Crawford said in 1881 that visceroptoses may be the cause of neu- 
roses. Psycho-therapy is indicated in the treatment of these cases. 
In a book on rational therapy, in the chapter on psycho-therapy, 
the author takes the view that much can be done for these pa- 
tients by instituting psycho-therapy, and by helping the vis medi- 
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catrix nature. The confidence that you give to your patients 
that you are helping them is an important factor in treatment. 
Many practitioners seem to ignore the importance of psycho-therapy 
in the treatment of this class of patients, but we are using it 
consciously or unconsciously in the treatment of every patient we 
see. Sometimes in the treatment of constipation, if you tell a 
patient he should endeavor to perform the act of defecation and 
remain until he has a stool, he will get rid of forming a habit and, 
as a matter of fact, psycho-therapy is very useful and efficacious in 
the treatment of constipation. We know that the mind has much 
control over the body. A soldier on the battlefield may be wounded 
and not know it. He may not feel any pain. His sensations are 
obtunded for the time being, but as soon as sensation returns he 
feels through sight or touch. I have no brief for Christian Science, 
yet I have seen Christian Scientists do good in certain cases, and 
we have to open our eyes to the good that is sometimes done by 
them. 


Dr. L. V. Lopez, New Orleans: A message so timely as that 
brought forth ih Dr Elliott’s paper is gratifying to those who are 
doing work along the line of psycho-therapy and psychiatry. There 
can be no question that this message is a warning to all physicians 
that we should look upon our patients as biological units, and not 
lose sight of the true ego or personality of the individual. We more 
or less pigeon-hole them as neurasthenics, (i. e., label them with 
a name) and give them large amounts of tonics and pills, over- 
looking the emotional factor which is back of the whole syndrome 
in spite of the physical findings. 


We should be careful as regards the methods of diagnosis at our 
command. It is in the management of these cases that I think 
Dr. Elliott brought out a timely message, that is, of treating the 
patient in such a way that he can resume his social adjustment. In 
other words, make his life as happy as possible, so that when he 
does leave the hospital or the institute or office in which you are 
treating him, he can return to his environment, seek his social level, 
be contented, and be of use to civilization. 


Dr. Hugh T. Patrick, of Chicago, about a year ago published an 
interesting article in the Journal of the A. M. A. on “Fear” and the 
importance of fear in the management of our patients. There is 
no question about the emotions being great factors in the etiology 
of the psychoneuroses, and this was particularly brought out in 
connection with many cases of neuroses due to stress in the recent 
world war. Patrick, in his article, brought out the point that when 
a child is afraid of a dark room we should not give that child pur- 
gative pills or tonics to remove fear. We should explain to him 
why the fear is groundless. It is futile to attempt to remove fear, 
(which is psychic), and has no physical cause for some by internal 
medication. The logical way is to take the child by the hand 
and lead him gently but firmly to the dark room persuading him 
to enter the room, and in this way fear will leave-the child. We find 
a lot of these phobias in patients. From the experience I have had 
with these cases, I will say that you can usually trace some of 
these physical findings to some emotional disturbance. Emotional 
instabilty and lack of the power of facing facts or adjusting 
one’s self to difficult situations are usually the factors back of 
the whole syndrome, and when properly treated by psycho-therapy 
will do more good than all the tonics and pills you can prescribe. 

The keynote of Dr. Elliott’s message is to individualize in treat- 
ing our cases. 
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Dr. L. J. Genella, New Orleans: If any of the speakers will 
tell us in what way to go about treating this soul or ego, I would 
be very much obliged. In what way do they suggest measures that 
will benefit these patients. What measures do they suggest so that 
these patients can better adjust themselves to their own environ 
ment. 


Dr. J. A Danna, New Orleans: It may seem out of place for 
a surgeon to discuss a question of this kind, but I am one of those 
to whom some of these patients come after they have been oper- 
ated on five or six times, and the subject has been thrust upon me, 
as it were. 

Dr. Elliott spoke of the treatment of the soul, but he speaks of it 
in the same sense as psychologists and the neuro-psychiatrists do. 
He does not give us a physiological and chemico-physical background 
for these troubles. 

Some five or six years ago I had occasion to see a medical stu 
dent in an uptown boarding house run by two sisters, the daughters 
of a doctor who had been prominent. They ran a large establish- 
ment, and these girls were acustomed to every luxury money could 
buy. Their father finally died and left nothing behind. These girls 
were running a cheap boarding house; the older one having the 
larger portion of the responsibility was the one I saw. She said, 
“T am running this boarding house,” but she added, “‘Oh, doctor, | 
am in trouble. I have this ailment and that ailment.” She talked 
to me for quite a while and wanted to know what I thought was 
the matter with her. As far as I could see, there was absolutely 
nothing wrong except she had a succession of depressing emotions 
and if she was put in a proper environment she would be all right. 
i put her in that environment and get her all right would be diffi- 
cult. 

As a result of seeing patients operated on a number of times 
and for whom I have had to do something, I have found that there 
were other things besides surgical troubles which were responsible 
for the aches and pains. 

For a number of years I have been personally studying the effect 
of adrenalin on some of these cases. Our study of the internal 
secretions is in its infancy, and I rise now to discuss this paper in 
order to impress the fact that with the study of the internal secre- 
tions we are going to find physical remedies for these patient:. I 
put this woman on adrenalin I treated her for about a year and a 
half, and did not see her any more for three years. The first time 
I saw her she was a wrinkled old maid. She was not making a 
success of the boarding house business. She intended to move. When 
I saw her three and a half years afterward she came into my of- 
fice a handsome, robust-looking young woman. She was doing fine 
in her new business, was prospering, and now these two girls were 
comfortable 

I throw this out as a suggestion. There is nothing new in it. 
There is a novel written by a man in which he describes the power 
of a homeopathic doctor, who has a physical remedy for every emo- 
tion that a patient complains of, and for each different emotion he 
has a separate remedy. I urge you to carry that thought home 
with you. 

Dr. P. B. Salatich, New Orleans: I think one mistake we make 
is that we are in too much of a hurry to examine our patients when 
they have got some physical trouble, instead of carefully listening to 
their history. Many times, after listening to a history as given by the 
patient, you can make a diagnosis. You have got your diagnosis 
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made before you have examined her. Occasionally, if you cannot 
make the diagnosis from the history, you examine them. You first 
think of the appendix or gall-bladder, and after you have examined 
all these organs and you cannot make a diagnosis, you are thrown 
back on the history and may be you will be able to make a diag- 
nosis from it. I want to mention a case showing the effect of the 
mind on the body. I remember a man coming to the hospital who 
was shot at close range and the bullet entered the right side over 
the costal arch. The man was so sick that we thought it best to 
delay trying to find the bullet. He was almost pulseless. He was 
anemic. He had just finished eating a big meal. I took it upon 
myself to examine his coat, which I did and found the bullet in 
the lining of his coat. 1 showed him the bullet and said to him, 
“Well, boy, you are lucky that bullet did not enter your abdomen, 
but it hit your rib and I found it in the lining of your coat.” I put 
on a collodion dressing, and in less than fifteen minutes he had 
as good a color as you would want to see and walked out of the 
hospital. 


Dr. Walter J. Otis, New Orleans: Dr. Elliott is to be compli- 
mented for introducing as sublime a theme at this meeting. I 
might say that his paper has been the most talked of at this ses- 
sion. Everyone was wondering from what angle the subject would 
be discussed. 


The subject of this afternoon’s paper well might be taken as a 
sermon by our fellow men who attempt to criticize the physcian. 
The paper brought out a number of features to which we should 
give heed, and which are of vital import. One is a thorough un- 
derstanding of your patient. Obtain a careful and complete inter- 
view, make a most detailed physical examination, devote much time 
to the case. The other point is to gain the confidence of your 
patient and to retain the same. Put yourself in the position of the 
other fellow, for the physician does meet those who are ill in body 
and soul. 

The question of maladjustment in the adolescent school child is 
largely due to environmental contact, complexes arise which are bad- 
ly handled. Result: repression, anxiety, worry, psychic trauma. 
Reach in and help this sort out of their complexities. That is one 
way of treating the soul. 

Endocrinology and psychanalysis should have their place in 
aiding these cases to a complete social adjustment. To some the 
credence of the Soul has been strained by their familiarity with 
the dead and the material view obtained in the dissecting hall, but 
there are physicians who, like Dr. Elliott, are willing to treat the 
Soul as such. 

Dr. J. B. Elliott, New Orleans (closing): The last speaker (Dr. 
Otis) covered the ground. These patients are to be treated by con- 
fidence. I never ridicule a patient. As a teacher in college for 
twenty-seven years I have never laughed at a student in my life. 
If you want to teach the man medicine, you should never laugh at 
his mistakes, especially when you get older, you never do it. The 
same way with patients. Never ridicule them. All they want is 
somebody behind them to lift them out of a hole. They are in the 
wrong rut. They are not wrong physically. Of course, you can- 
not lay down hard and fast rules, but you should aim to get their 
confidence. You should try to put them in a new environment. 
Show them that others have taken up outside work; that those 
who have taken up work along psychotherapeutic lines have gotten 
well because they have gotten to care for things outside of them- 
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selves. Many a medical student becomes neurasthenic. His soul 
is not in the first two years of medicine. When he becomes in- 
tensely interested in the study of medicine it will take him out of 
that struggle. There are thousands of people in all walks of life 
who have gotten down into a hole. They need help and encourage 
ment. We should try to imbue them with enthusiasm. Those who 
have nothing to do should be put at congenial work. Women who 
have no children especially are prone to this trouble. If we put 
them in an orphan asylum it will cure every one of them. Men 
have this trouble. Men who are strong and muscular break down 
and have crying spells. These people are not crying because they 
are mentally or physically sick. They are mentally unhappy. What 
makes one person unhappy does. not make another one unhappy. 


With reference to endocrinology, I agree thoroughly that this 
is the greatest field I know of today in medicine. We should study 
up the effect of these endocrine glands. We are beginning to 
have a glimpse of that kind of thing right now, and there is an 
enormous field opening up before us. 


STATISTICS IN LOUISIANA.* 
By OSCAR DOWLING, M. D., New Orleans. 

Apparently complete statistics of all the known material re 
sources of Louisiana are available. Forest regions, acreages of 
virgin timber, cut-over land, alluvial bottoms; the yield of sev- 
eral crops of cotton, sugar, corn, ete.; the number of 
dipped cattle; the output of sulphur, salt, oil, gas, 
the lignite—in fact, any information concerning _ these 
and the other numerous productions of Louisiana can be 
had in terms of cost or units of the products, or both. It would 
seem in a state so enlightened as to financial values, there would 
be thought taken for the most important of all statistics, those 
that pertain to the fundamentals of human welfare, vital sta- 
tistics. 

The General Assembly of the State by the authority of the 
Constitution has enacted a law which is adequate for the gath- 
ering of statistics of births and deaths and has vested in the 
State Board of Health the authority to gather reports of conta- 
gious diseases. The U. 8. Bureau of the Census has granted 
the franking privilege for morbidity reports and correspondence. 
The State Board of Health, under the legislative enactment, has 
in operation a Bureau of Vital Statistics. Yet, with all the 
authority necessary and the means of operation, our reports are 
lamentably incomplete. 


*Read before the Louisiana State Medical Society meeting, April 19 to 21, 1921 
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We were admitted into the registration area for deaths in 
November, 1918, after a most strenuous campaign carried into 
every section of the State. It followed educational efforts which 
were made for eight years previous, to my knowledge and per- 
haps, at intervals at least, for some years before. Getting into 
the area meant that the representatives of the Bureau who came 
to examine our records and to inquire into conditions in the 
State found we had ninety per cent. of deaths recorded. 


Since 1918 and before, we have made, as far as funds per- 
mitted, an intensive campaign to get the required number of 
births reported that Louisiana might gain recognition as the 
21st, 22nd, or 23rd State having this honor, but as yet we have 
not the necessary certificates and twenty-three states are in. 

In reports of births our shortcomings are very apparent. We 
have on record for the State outside of New Orleans for 1920, 
26,727 certificates (1,329 delayed) ; for New Orleans 9,264 mak- 
ing a total of 35,991. If the accepted number of births per 
thousand (25) (and in Louisiana we have reason to think the 
number higher) is correct we should have 44,944 birth certifi- 
cates on file. We have a rate of 20.1 per thousand. 2,244 de- 
layed 1919 births, and 338 prior to 1919, reported in 1920, are 
not included. There are more difficulties in the collection of 
births than deaths due to causes which are familiar to you. But 
the obstacles do not count when the Bureau at Washington makes 
up its report. It is only by the cold figures which go forth to 
the health authorities of the civilized nations that our status is 
determined. 

In morbidity, our records do not show up even so well as in 
births. For example, reports of four diseases with corres- 
ponding deaths are as follows: For 1918, 1919, 1920 (New Or- 
leans included) there were reported: Cases of tuberculosis, 
5,338; deaths, 7,294. Cases of diphtheria, 2,247; deaths, 326. 
Cases of typhoid, 3,225; deaths, 1,369. Cases of malaria, 6,104; 
deaths, 1,559. 

The discrepancy between the reported cases and the number 
of deaths speaks eloquently of the very large number of cases 
not reported. The four diseases named were selected because 
the etiology of these is known and the means by which they 
may be eliminated absolutely without question. These diseases 
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are controllable, preventable, we know it, yet the reports are 
not sent to those whose obligation it is to control or prevent. 
It is true in many, all too many imstances, neither local nor 
state boards could accomplish either partial or complete control, 
but reports are the first and fundamental essential for intelli- 
gent action. 


In tuberculosis, the reports are incomplete because of many 
cases of long standing but if these were always reported when 
first seen, the records would be at least indicative of condi- 
tions. But it is not only in the number of reports that we are 
lacking, the incompleteness of the birth and death certificates 


is one of the greatest obstacles. The U. S. Bureau of the Cen- 
sus requires certain data. If the certificate is sent by the local 
registrar with sex, color, age, or specific cause of death not stat- 
ed, that information must be obtained by letter. During one 
month recently, practically 80 per cent. of the certificates re- 
ceived had to be 


sé 


queried’’. Although form letters are sent, and 
through courtesy of the Government a franked envelope is also 
enclosed, we are frequently weeks, or months, without a reply, 


and in any number of instances, certificates are ‘‘queried”’ four 


times before the items are completed. 
The specific cause of death, according to the International 
standard is exceedingly important. It must be stated in accord- 


ance with the Government ruling and if you will pardon di- 


gression, | should like to present briefly, the history of the pres 
ent classification and changes that have occurred. Medical nom- 
enclature, classified for statistical purposes, dates back to 1763. 
A few years later, Cullen published another classification of 
diseases. These were followed by the classification of 
William Farr. In the Farr nomenclature, deaths from disease 
or injury. were classified into five divisions which is maintained, 
Stouman says, in many points down to the present day. The 
present classification dates from about 1885, when Bertillon’s 
system was adopted by the International Statistical Institute 
in its meetings from 1885 to 1893 and finally in 1900 by. the 
First International Commission session. A revision of the Ber 
tillon system was made in 1909. Most countries have adopted 
or will adopt, this scheme in the future. 


That this nomenclature would not suit the requirements of 
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all countries was soon recognized, and improvements. were in- 
troduced at two sessions of the International Commission. These 
sessions took place in 1900 and again in 1908, both at Paris, 
and a third met in the same city, October 11, 1920. This last In- 
ternational Commission meeting in Paris was attended by dele- 
gates from forty-two nations and the Bertillon method of nom- 
enclature was again endorsed. It is claimed the reason is that 
the principles underlying the system are eminently sane. It 
forms a basis ‘for mortality statistics, with a stable classification. 
This is achieved by utilizing the constant feature of disease; 
namely, the anatomic site of the disease. The terms used must 
be sufficiently ample to cover the various manifestations of dis- 
eases of a similar nature. 


The principal change made in the scheme by the recent ses- 
sion was the division of Class I into two classes; i. e., I., Epi- 
demie, Endemie and Infectious Diseases, and II., Other General 
Diseases. Acute Poliomyelitis, Epidemic Cerebro-spinal Menin- 
gitis and Lethargie Encephalitis were transferred to Class I 
from diseases of the Central Nervous System. Under Influenza 
a subdivision was made from pneumonie complication, and the 
classification of tuberculous complications was revised. Besides 
these changes a provision has been made for diseases of glandu- 
lar origin. The classification now contains fifteen classes, di- 
vided into 186 members. 


The change made by the recent session has brought some con- 
fusion into the ‘‘causes of death’’ given by physicians in the 
certificates. However, it is a simpler classification -and when 
we get accustomed to it, will not be so difficult as the former 
requirement. It is necessary now that in the transcripts which 
are sent to Washington the address of the physician signing the 
death certificate be given and it would seem that it is Washing- 
ton’s plan to follow up from the transcripts the details in the 
certificates if such details have not been supplied, or can not 
he forwarded by the local state office after information is asked 


for. L mention this that vou may further the educational pro- 
paganda necessary in order that the work of the State office and 
the National Bureau may be assisted and relieved of much fol- 


low-up work that now is done in all the states, Louisiana not 
excepted. 
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I need not state that birth certificates are equally as difficult 
to get complete as those of deaths, even more, because many 
of the birth certificates are made out by persons who do not 
realize, as physicians do, the need for all the data required. 
Generally our morbidity reports are more complete, but the 
morbidity records are not complete as to number and one of 
our plans now is inconvenient for the doctors, but it has brought 
up the epidemiology reports several hundred during the last two. 
years. It is this, that epidemiology eards are checked with the 
death certificate and if there is not a card on file for the 
death certificate, then the physician is asked to kindly forward. 
These cards are franked. We can do this only with reference 
to the reportable diseases. 


The great value of accurate vital statistics was emphasized 


in a recent article by the able Scandinavian Stouman. He is 
convinced that as conditions now stand, following the great war, 
we are approaching an era in which the prejudices of ignorance 
will be greatly lessened, or suppressed; one in which the old 
theories of life and of the welfare of human beings will no 
longer obtain and those which hitherto were considered idealis- 
tic will become actualities. I believe his viewpoint correct and, 
further, I believe that the advancement in the betterment of 
living conditions can be brought ahout only by an accurate 
knowledge of the conditions under which people live. This is 
to be obtained through the compilation and correlation of sta- 
tistical data and through the conclusions resulting therefrom. 


We have seen changes in the life and manner of living in our 
state and our country. Some of these changes had not been 
thought possible by the most optimistic of reformers for years 
to come. They were made feasible—imperative—by the stress 
of unforeseen conditions. Prohibition and the abolition of pros- 
titution became facts. How many of us in 1916 would have 
believed that these would have been supported by a majority 
of our people? It is not purely optimism which assumes the 
control and ultimate eradication of malaria, hookworm, typhoid 
fever and tuberculosis. 

Since the population of a country is the chief element in the 
fabric of social economy, it behooves governments, central and 
local, to gain a more accurate knowledge of its biology; that is, 
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of the factors which control the health, life and death of the 
people. Such knowledge ean be had only by the collection and 
systematic analysis of statistics. These data should be so or- 
ganized as to be of local and national character. In fact, they 
must be interntional. This has been recognized for many years. 
The recommendation of the Medical Board of the League of Red 
Cross Societies at Geneva is that an international reporting 
must be international. This has been recognized for many years. 
form be drafted. With these records, the distribution of man 
and his relation to food supply and the forces which tend to 
improve or to impair the races can be studied and encouraged 
or mitigated as the case may be. This work of the League com- 
inittee naturally falls under the head of demography or vital 
statistics. 

The attempt on the part of nations te reach a basis of com- 
mon agreement on the important question of statistics, and es- 
pecially as to the terms for expressing disease conditions, make 
us realize the tremendous part that vital statistics play in the 
development of higher progress. It is a science yet in its begin- 
ning and most important for the genera] welfare of any of the 
sciences that imply social development and improvement, not 
only for one race but for the races of the world. 


NEEDED HYGIENE.* 
By MAUD LOEBER, A. B., M. A., M. D., 
Instructor in Pediatrics, Tulane University School of Medicine. 

At last the public conscience has been awakened to preventive 
medicine and preventive social service, although it is rather hu- 
miliating to acknowledge that we in Louisiana should have been 
among the laggards in the march. 

The findings of the army health examination, have opened 
the eyes of more than one group of workers in preventive work, 
and not the least of these is the pediatrician. 


It is incumbent on the physician as guardian of health to ac- 


quaint the publie with facts and suggest such measures as will 


make for the ultimate betterment of the race. It is our good 


*Read before the Louisiana State Medical Society meeting, April 19 to 21, 1921. 
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fortune to have as our special guardian care the most profitable 
material to work with, the immature, the growing, and the 
future generation will have praise or blame for us according as 
our handiwork is done. 


In looking over the volume ‘‘ Defects found in Drafted Men’’“? 
issued by War Department, 1920, a most gigantic and formid- 
able looking tome, I gathered a few of the statistics, which, in 
my humble judgment, | thought could be profitably applied to 
preventive medical social measures. The data I have limited 
to those conditions pertaining solely to Louisiana, as perhaps 
pertinent to us. 


In looking over the section on ‘Distribution of Defects by 
States’’ under Louisiana,,’? we find this comment: ‘‘this low- 
lying agricultural state, through which runs the Mississippi riv- 
er and its river bottoms is divided into three sectons. Section 
two contains the City of New Orleans, section one includes the 
Mississippi bottoms, outside of New Orleans, and some of the 
uplands in the Northwestern part of the state, together with 
St. Mary’s County, having altogether 63% negro population. 
Section three includes the remainder of the state, with a negro 
population of about 34%. These sections may be briefily con- 
eentrated in respect to the diseases and defects found. Tuber- 
eulosis is commonest in New Orleans and next in the negro 
section. Venereal diseases are commonest in the rural negro 
section. For the rest, the defects that are commonest in New 
Orleans are simple and exophthalmie goitre, defective vision, 
and strabismus, cataract, blindness in both eyes, otitis media, 
and perforated ear drums, defective hearing, hypertrophic tonsi- 
litis, various valvular diseases of the heart, asthma, defective 
and deficient teeth, hernia and enlarged inguinal rings, loss of 
lower extremity, hammertoe, hallux valgus, flatfoot, and other 
foot defects, defective physical development, deficient chest meas- 
urements, underweight, and under height. The following de- 
fects are commoner in the negro section: Pulmonary tuber- 
culosis is commoner than in the white section but not so com- 


mon as in New Orleans. Venereal diseases exceed those of any 
other section; also arthritis, amblyopia, choroiditis, hydrocele, 
other non-venereal diseases of the genito-urinary system, fi- 
brous ankylosis of joint. loss of one or more fingers. An ex- 
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cessive proportion of the following defects was found in section 
three, prevailingly white; curvature of the spine, epilepsy, men- 
tal deficiency, trachoma, enucleation of the eye, and blindness 
in one eye, tachycardia and other functional heart disorders, 
mal-union of fracture of lower extremity, shortening of lower 
extremity, loss of whole or part of upper extremity, deformities 
of hand, resulting from injury or infection, and general un- 
fitness for military service. In sum, there was the largest pro- 
portion of defects in the City of New Orleans (627 per thou- 
sand) men examined, next in the rural white section (502 per 
thousand) and least in the negro section (496 per thousand).’’ 

Here, then, is our problem in a nutshell. How many of these 
defeets are directly traceable to neglect in childhood, and what 
is the best method for attacking the problem so that we will not 
have a repetition of these preventable defects in the next gen- 
ration. 


Surely we ean endeavor to eliminate, or at least minimize the 
number of defects which we are pleased to regard as prevent- 
able—through proper education of the parents, or those who 
have large groups of children under their care; and to that 
end the greatest good can be accomplished when the physician 
takes an interest in social welfare work, and co-operates with 
the parents and guardians by his instructions to these two groups. 


Too little attention has hitherto been given to the problem 
of welfare work from the point of view of the social worker. 
True we have the Health Boards with us whose aim, as defined 
by A. J. MeLoughlin‘? ‘‘should be the eradication of prevent- 
able diseases, the elimination of corrigible physical and mental 
defects, and the maintenance of all individuals in the best 
possible physical and mental condition’’. The Health Boards 
have stood for community health, but for the average physician 
to feel his share in community welfare, has been unusual. Of 
course we have a few notable exceptions. Dr. William Mayo‘? 
truly says: ‘‘No group of men is brought into contact with 
people quite so intimately as the members of the medical pro- 
fession, yet there is something about this very intimacy which 
seems to prevent medical men as a whole from understanding 
mass psychology.’’ And again he says: ‘‘the medical profes- 
sion as a body is altruistic. Appeals for any purpose for hu- 
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man betterment are made to no class of citizens with greater 
certainty of ready response than to the medical profession.’’ 
The physician today is probably called on more for community 
welfare work than ever before, and with the better and fuller 
education of the public along the lines of health, the demand 
for the physician with social experience will become greater 
and he will be, as he should be, the logical leader in such move- 
ments. 

When the doctors realize their relation to the community 
welfare, there will be better co-operation of the doctors among 
themselves and with social agencies: moreover, those agencies 


whose work is among the various social groups—normal group, 


dependent group, delinquent group or feeble minded group— 
all need the specialized training of the physician who first of 
all can elassify the children mentally and physically, separate 
the wheat from the chaff, and then by further differentiating 
the normal from the abnormal can save these organizations keen 
disappointments in hopes they falsely placed in prophesying 
brilliant futures for their charges, when the individuals thus 
considered ‘are mentally, physically, or morally incapable of ful- 
filling the prophesies. 

Proper classification, suggestions, and well directed training 
suitable for the individual child, as outlined by a physician, 
will undoubtedly make for better citizens. With the decks cleared 
of the handicaps how much greater would be the advancement 
in standards, mental, physical and moral of the norma! individ- 
uals. It is for the benefit of these normals primarily that we 
should direct our best efforts. Dr. McCormick’) in speaking 
of medical inspection of school children, in discussion at the Sou- 
thern Medical Society last year, said: ‘‘We are multiplying 
statistics and what we need is to multiply health. And our 
malnutrition classes are worthless if we are going to say that 
every child has malnutrition that has physical defects.”’ We 
might make a very good application of the same sentiment right 
here. Salvage the defective but do not lose sight of the care of 
the normal. Stress those things which make for normaley, pre- 
venting those conditions which maim him, stunt him, in any or 
all directions, and tend to throw him out of the class of life’s 
keen competition because of some handicap which at one time 
was preventable. 
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The day of specialists has been great, but the old family doc- 
tor may indeed be of vast service to us, especially in those sec- 
tions removed from medical centres. The general practitioner 
must be prepared to care for the specialties in so far as he is 
capable. He should, however, recognize his limits in order that 
lle may seek further advice so that his patient will be properly 
and efficiently cared for no matter how remote the section may 
be. We do expect and do find community or group medicine and 
community and group social service advancing steadily and 
rapidly. How are our universities meeting this public demand 
for physicians having the social group outlook? Many colleges, 
it is true, have special courses leading to the degree of ‘‘ Doctor 
of Public Health’’ or, as the Harvard Medical School confers the 
degree of: ‘‘Doctor of Medical Science’’, yet there is no uni- 
formity existing for the work which is indicated by the title, 
“PD. P. H.’’ A eursory glance at the report of the Committee 
of Sixteen on: ‘‘The Standardization of Public Health Train- 
ing.’’) gives a résumé of the colleges conferring degrees for 
such training and the requirements of each for obtaining the 
same as well as the recommendations they deem necessary: it 
will be seen by this report that at present but few colleges con- 
fer such degrees and the requirements have no uniformity what- 
ever, each college requiring or accepting its arbitrary standards. 


Most of us, however, who are not particularly stressing spe- 
cialization in publie health toward the end of securing a degree 
therein, feel, nevertheless, the importance of having the physi- 


cian in our special field of pediatrics oriented with the larger 
work and putting it in its proper place of preventive medical 
social welfare work. We think that the physicians today are 
being called upon to help solve the problems of welfare work 
and it is only right and just that we should give the student of 
medicine assistance to aid him in solving the difficulties. 

To that end, the Department of Pediatrics of Tulane Uni- 
versity has endeavored this year, to give the students a broader 
vision than the one obtained solely by diagnoses and treatment 
of diseases of infancy and childhood, and considered a few of 
the agencies which are primarily child caring in character, and 
stress those things which make for better standards socially, 
physically, mentally and morally. When brought home to the 
student in conerete form, sanitation, milk supply, including the 
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grading of milk, the menace of carriers, whether typhoid, diph- 
theria, parasitic, including malarial or what not assume a differ- 
ent aspect. The children who are handled in groups, be they of 
the school, day nursery, asylum, court, reformatory, or whatever 
character are hardly thought of as existing by the average med- 


ical student, but become at once a vital factor when looked at 
in this larger scheme and every individual who comes under 
his care receives perhaps unconsciously his estimate as to the 
value of the child in its relation to the community as a whole 
and in its relation to the various subjects stressed, namely: milk 
supply, better baby contests, child welfare, school or institutional 
inspection, and his estimated value is placed upon him as to his 
becoming an asset or liability, potential or real, to the commun- 
ity. 

The department feels it a duty to acquaint the future pedia- 
trician with the advantages to be gained by better baby contests, 
the value of .the public health nurse and public welfare nurse 
working with him for a better community, a knowledge, if pos- 
sible first hand, of the various child caring institutions and the 
purpose for their existence, and the part they play in making 
for the betterment of the future citizen. Sooner or later the 
ehild under his care will need this special knowledge from him, 
and then the physician and the agency must unite for the 
benefit of the individual child. It is in behalf of this medical 
social hygiene that it behooves the pediatricians to give more 
thought and consideration and enlightment to the younger men 
entering the field. 

It is astounding, to say the least, that in this day and gen- 
eration so few of our child-caring institutions should practice 
even the rudiments of proper medical welfare. The children are 
all considered, thought of and treated collectively; no adequate 
systematic physical and mental examinations made, no routine 
or adequate social environmental or hereditary histories obtained. 
If the case is a marked physical, mental or moral deviation from 
the normal, the attending physician is consulted and the case 
gone over in most instances, only from the medical aspect. Is 
it a wonder that the great State of Louisiana should find itself 
awake to the menace of many defectives, not the least among them 
the feeble minded, and find that the community has no place to 
properly place them or segregate them? This is primarily a 
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question of health and as physicians whose special work is among 
children it is incumbent upon this class of physicians to seek 
the amelioration of the exiting conditions, and the setting up 
of new standards for childhood in this State, and the stressing 
of social medical welfare in the education of the future physicians 
to the end that his duty in carrying out these standards will re- 
sult in the development of the normal child to its greatest ef- 
ficiency and the caring for the defective humanely, wisely, and 
with a care toward their prevention. 
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DISCUSSION. 


Dr. L. R. DeBuys, New Orleans: I have listened with a great deal 
of interest to this excellent paper of Dr. Loeber, which brings 
to us a message of our errors in the past. From the statistics which 
were gathered during the selective draft, we know what our short- 
comings have been, and it is now important to arrange our work 
and educational propaganda as to help these individuals in every 
community. Where does this responsibility lie? It lies with us 
medical men and particularly with those of us who practice among 
children. We should first know the normal. We should then be 
able to recognize the subnormal and to isolate the defectives. The 
subnormals can be made normal, and they require a relatively small 
amount of assistance to become so. The defectives will never be- 
come normal, so that if we make a division between the defective 
and subnormal and give the proper attention to the potentially 
good citizens, we can ultimately have a larger percentage of good 
citizens. This wave of education which had a tremendous stimulus 
during the war is continuing to a greater or lesser extent in some 
localities. However, it is going to continue and going to become 
greater in time, and it behooves us physicians to so inform our- 
selves so as to be able to take part in the direction of the work. 

We have inaugurated this year in the pediatric department 
of the School of Medicine of Tulane University courses in child 
hygiene because we believe the well rounded physician is going 
to be the successful man in every community. At least, he should 
be looked upon as the leader and adviser in all constructive health 
work. 

Dr. Rena Crawford, New Orleans: I have been very much im- 
pressed with what Dr. Loeber and Dr. DeBuys have said about the 
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normal child. To keep the child normal and raise the subnormal 
to the normal is a great problem. We have been engaged in child 
welfare work for several months, and the problem for the doctor 
is to find the subnormal child. The mother does not know her child 
is subnormal. The child stays at home and is not recognized as a 
sick child, until it is too late for the doctor to bring it to normal. 
What we need is trained nurses or trained social workers to go 
out and teach these mothers what their children need or teach them 
to take their children to a doctor. 


Not long ago I had a child brought in looking like a typical mar 
asmic child. I said to the mother, why did you wait so long before 
bringing the child in. She replied: “The child is not sick; it is not 
vomiting; it has no diarrhea, but I brought it because the nur-e 
told me to do so.” The great lesson for mothers to be taught i 
that a doctor is needed before the child gets sick. Some mothers 
take their children to a pediatrician early, while others never go un 
til the children are extremely ill, or when they get an acute at 
tack. In the meantime, these children have been badly treated. 


DIAGNOSIS AND SUSCEPTIBILITY IN HAYFEVER.* 
By WM. SCHEPPEGRELL, A. M., M. D., New Orleans. 

Diagnosis. The symptoms of hayfever in the early stages re- 
semble those of an incipient coryza, for which it is frequently 
mistaken. It is attended with sneezing, and congestion of the 
nostrils due to the swollen muccus membranes resulting from 
irritation of the vasodilators. and with a free serous nasal dis- 
charge from overstimulation of the parasympathetic system. 
Oceasionally there is a slight elevation of temperature, but this, 
however, is frequently subnormal. There is itching of the in 
ner canthi of the eyes and of the roof of the mouth in the 
region of the soft palate. The difficulty of nasal breathing, which 
is usually present, is aggravated when the patient is in the re- 
cumbent position, and less when exercising. Unlike an ordinary 
coryza, however, the discharge remains thin and serous, but may 
become muco-purulent towards the termination of the attack. 

There is usually marked vaso-motor paresis causing turgescense 
of the turbinates which, in many eases, is the most annoying fea 
ture of the disease. When this is present in both nostrils, which 
is frequently the case especially at night, it necessitates mouth- 
breathing resulting in dryness of the mouth and fhroat. Even 
when the turgescense is only in one nostril, it frequently causes 
a distressing pressure which is sometimes referred to the affect 
ed side of the head. 


*Read before the Louisiana State Medica! Society meeting, April 19 to 21, 1921. 
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An itching sensation of the soft palate is a common symptom, 
which the patients usually try to relieve by rubbing with the 
tongue. Less common symptoms are itching of the face, especial- 
ly of the nose, and of other parts of the body. Occasionally, 
the skin irritation may be the predominating feature in the 
disease, as in the case reported by Louis Hannah, in which a der- 
matitis was present on the body, back and limbs, which were 
covered by minute papules, erythema, tumefaction and vesicu- 
lation. It was associated with exposure to the ragweed pollen, 
responded to the intradermal test, and was relieved by the in- 
jection of the pollen extract. 


There is usually considerable general depression, which is due 
to the abnormal temperature, the discomfort of breathing, and 
the effects of the absorbed pollen proteins on the system general- 
lv. Many of these cases are complicated with asthma, which in- 
creases the suffering of the patient. 


Relief is experienced when the supply of pollen from any 
cause is diminished or disappears, as after a frost or on a sea 
voyage. <A continued rain, by precipitating the pollen from the 
air, affords relief, and an absence of wind, or one blowing the 
pollen away from the patient, gives temporary relief. 


The severity of hayfever during any particular season de- 
pends upon (1) climatie conditions, causing an abundance of 
hayfever pollen producing plants, (2) meteorologic conditions, 
as the prevalence of high winds during the hayfever season 
which aggravates the symptoms by increasing the supply of 
atmospheric hayfever pollens, and (3) upon the extent to which 
the hayfever weeds have been destroyed. These facts have been 
corroborated by the records of our atmospheric-pollen plate sta- 
tions. 


In spite of the greater increase in medical knowledge, many 
eases of hayfever are still mistaken for ordinary colds. The 
symptoms described above and their recurrence at certain per- 
iods of the year should simplify the diagnosis, which may be 
confirmed by the intradermal test. 

Hayfever is frequently not recognized, especially in families 
in which there are no other members affected by the disease. It 
is quite common to have patients report that they have suffered 
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several seasons with the disease, until finally its periodic recur- 
rence suggests the probability of hayfever. 


The diagnostic test should always be made in order to verify 
the diagnosis, and to determine the pollen, or pollens to which 
the patient is sensitive. The selection of these is simplified by 
our classification from a biological standpoint of the principal 
hayfever pollens into four groups, viz: (1) Ambrosiacee (rag- 
weeds), (2) Graminee (grasses), (3) Artemisia (wormwoods) 
and (4) Chenopodiacee (amaranths, chenopods and docks). 
While these groups do not include certain hayfever pollens 
found in special localities, as for instance those of the mountain 
cedar, Sabina sabinoida, in Northern Texas, the Western Cot- 
tonwood, Populus sargentii, in Dakota, Arizona and Nebraska, 
ete., still they include 90% of the known hayfever pollens, and 
therefore greatly simplify the diagnostic tests. These are limit- 
ed to the pollens to which the patient is exposed, as shown by 
the botanical distribution of the hayfever plants in the locality 
in which the patient lives (radius of 5 miles). 


The Artemisia group, for instance, is not found in the Eastern 
and Southern States, and it is therefore unnecessary in this 
section, to test the reaction of the patient to these pollens. The 
tests should therefore be limited to the ragweed, grasses and 
chenopodium groups. During the active hayfever season, the 
presence of the prevailing hayfever pollens is demonstrated by 
the atmospheric-pollen plates. 

The tests of the patient’s reaction to the hayfever pollens are 
the following: (1) Nasal, (2) ophthalmic, (3) cutaneous and 
(4) intradermal. 

In the nasal test, some of the pollen is applied directly to the 
nasal mucosa. This may be done by means of a pledget of cotton 
or the patient may inhale the pollen directly from the flower 
(inflorescence). This method is crude and should never be used 
during the hayfever season, as it may lower the patient’s nor- 
mal resistance to the pollens. 

In the ophthalmic test, a drop of pollen extract, containing 
5 units of the pollen extract (one drop of the 100 units to the 
C. C.), is instilled into the conjunctival sae. The reaction is 
indicated by injection of the surrounding membranes. It is diffi- 
cult with this test to determine the degree of the patient’s sus- 
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ceptibility, and it is, moreover, inapplicable during the hayfever 
season when the patient’s eyes are usually already irritated 
conjunctivitis). 

In the cutaneous test, the skin of the forearm is first scarified 
and the pollen extract (one drop of the 100 or 1000 units to the 
(. ©.) is applied. This method can be used at any season, but 
lacks the accuracy of the intradermal test, and is also unreliable 
as regards the degree of the patient’s susceptibility to the pol- 
len. 

In the intradermal test, five units of the pollen extract (0.05 
('. C. of the 100 units to the C. C.) are injected into (not under 
the skin of the forearm. In positive reaction, an urticarial 
wheal surrounded by a circle of hyperaemia, develops in 15 min- 
utes. The degree of sensitiveness of the patient to the pollen is 
indicated by the size of the wheal, which varies from 0.3 to 
2.5 centimeters in diameter and by the degree of the surround- 
ing hyperaemia. In most cases, two tests, as for instance of the 
crass and of the ragweed pollens, are made at one time, so that 
the reaction may be compared. 

The injection should be made with the usual precautions re- 
garding asepsis. Alcohol is used for sterilizing the skin of the 
patient, as the stain of iodine obscures the appearance of the re- 
action. In thousands of tests, there has been no case of infee- 
tion and no unpleasant reactions from our use of the pollen ex- 
tracts. 

Von-Infectiousness. In the general search for the microbie 
origin of disease generally, it was also supposed that this was 
the 


ease with hayfever. A careful study of its etiology has 


shown this to be without foundation. 

This being the case, hayfever is therefore not an infectious 
disease. This is a matter of some importance, as the physician 
is frequently asked regarding the communicability of hayfever, 
especially as it is not uncommon for several members of a family 
to be affeeted by this disease. Hayfever is a sensitization to 
pollen protein, and not an infection by microorganisms, which 
may multiply and be transmitted to others. 

Many of the text books also state that there is present in 
hayfever patients some neuropathic condition which makes them 


susceptible to hayfever. While patients during an attack of 
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hayfever, are usually nervous, partly owing to the constitutional 
effect of the disease and partly to the prolonged annoyance and 
irritation, a careful analysis of over 1000 patients fails to show 
any unusual degree of neurotic manifestations in these cases. 


The statement that persons of superior education, and with 
the higher nervous temperament incident to modern life, are 
more liable to hayfever is also without foundation. It is as 
common among the poor and uneducated who visit our hayfever 
clinie at the Charity Hospital as it is among the educated classes. 
The belief that persons living in the country are not suscepti- 


ble to hayfever has also been disproved by the Questionnaire 
of the United States Public Health Service in Louisiana (June, 
1916) which showed that in the state farmers were as a Class 
the most frequent sufferers from hayfever. 

Susceptibility. If the normal equilibrium of the subject is 
not disturbed by the absorbed proteins of inhaled pollens, there 
is no clinical evidence of hayfever although the pollens may be 
inhaled in large numbers. In visiting a locality in which there 
are large numbers of hayfever plants, while the majority of per- 
sons are entirely unaware of any unusual conditions, hayfever 
subjects are affected in different degrees by the pollens in the 
air. This is also indicated by the intradermal diagnostic tests. 

It is evident, therefore, that there is a wide difference in the 
degree of susceptibility of different individuals to the pollens. 
The question is, what are the limits of this susceptibility ? 


The difficulty in deciding this is due to the fact that specific 
susceptibility may exist indefinitely without developing hayfever 
by reason of insufficient exposure to the hayfever pollens. In or- 
der to understand this more fully -we must consider the question 
of immunity to hayfever. As in the case of infectious diseases, 
it has not been definitely decided whether immunity is ever ab- 
solute or is only relative. 

As an illustration that even great normal resistance may be 
overcome by great exposure, the following cases, which occurred 
at Hendersonville, in the mountain region of Western North 
Carolina (elevation 2,350 feet) are instructive. The natives of 
this section are rarely subject to hayfever; in fact, the general 
opinion is that they are immune. Two farm laborers, aged 43 
and 25, respectively, were stripping corn for fodder during the 
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month of September. Adjoining the field and to windward was 
a large quantity of ragweed, Ambrosia elatior, the pollen of 
which blew like dust over the field so that the corn was stained 
yellow. The same evening both men developed typical attacks 
of hayfever with marked symptoms lasting forty-eight hours. 

These patients evidently had so high a resistance that, until 
the age of 43 and 25, respectively, they were considered im- 
mune, but nevertheless developed severe attacks of hayfever af- 
ter this extraordinary exposure. 

As a result of this variation in the degree of susceptibility, all 
hayfever subjects, even in the same locality, do not suffer from 
their attacks at the same time. Some patients with a low sus- 
ceptibility, have hayfever only when the pollens are in great 
abundance in the air, so that they have only a few attacks during 
the season. Others, with a high susceptibility, suffer in various 
degrees during the whole of the pollinating season of the plants 
to whose pollens they are sensitive. 

An attack of hayfever not only does not develop immunity 
but hypersensitiveness (allergy) due to the decreased resistance, 
resembling, in this respect, the infection with such organisms 
as the influenza bacillus, pneumococecus, streptococcus and 
staphylococcus. 

It is quite common that a patient, who has not previously 
suffered from hayfever, visits the country when there are large 
numbers of hayfever pollen in the air, and not only falls a vie- 
tim to the disease, but develops a sensitization that afterwards 
causes him to suffer from hayfever in the city where heretofore 
he had apparently been immune. Presuming that the daily 
average number of pollen in the city was 25 per kiloliter of air, 
and in the country 60, he had formerly a resistance that could 
negotiate the absorption of 25 pollens per kiloliter, but after de- 
veloping hay fever from exposure to 60 pollens per kiloliter, his 
resistance was lowered so that 25 pollens per kiloliter are now 
sufficient to cause hayfever. This explains why persons of 40 or 
more years of age sometimes develop attacks of hayfever in local- 
ities where formerly they were apparently immune. 

The susceptibility of hayfever subjects varies within consid- 
erable limits, not only in the degree of the reaction, but also 
in their reaction to different pollens. The majority of hayfever 
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subjects in the Eastern and Southern States are sensitive to the 
pollen of the ragweeds, and not to that of the grasses (fall hay- 
fever.) A smaller number is sensitive to the pollen of the grasses, 
but not to that of the ragweeds (spring hayfever). Others 
are sensitive to the pollens of both ragweeds and the grasses 
spring-fall hayfever), while certain cases (8 per cent.) are 
sensitive not only to these pollens but also to those of other 
plants and trees, so that they may suffer from hayfever attacks 
during the greater portion of the year (perennial form). 

Heredity in Hayfever. The influence of heredity in hayfever 
has been the subjeet of considerable discussion, most writers, 
however, admitting its effect. In order to determine this rela- 
tion, we have made analysis of a series of 1,000 cases treated in 
the Ilayfever Clinic of the Charity Hospital and in private 
practice. This shows that over one-third of the cases (37% 
had relatives of the first degree (father, mother, sister or bro- 
ther) who suffered from hayfever. 

The exact proportion, however, is probably higher than this, 
as specific susceptibility may exist indefinitely without develop- 
ing hayfever, by reason of insufficient exposure to the hayfever 
pollens. 

In order to understand this more clearly, we must consider 
the question of immunity to hayfever. As in the case of in- 
fectious diseases, it has not been definitely decided whether 
immunity is ever absolute or is only relative. The fact that 
26°) of the cases of this series developed hayfever as late as from 


10) to 50 years, and 8% between 40 and 50 years, would indicate 


that this is relative at least in many cases. 


In order to understand the development of hayfever at a late 
age, we must remember that one attack of hayfever lowers the 
relative immunity of the patient to hayfever, not only for an 
indefinite period, but probably also, unless artificially raised, 
for the remainder of his life. 

This principle is illustrated by the following ease, which is 
one of many similar cases: This patient had lived in Louisi- 
ana for 42 years without developing hayfever, although his bro- 
ther suffered from this disease. Fifteen years ago he spent a 
summer in Western North Carolina and developed hayfever. 
Ile returned to Louisiana, but has continued to have hayfever 
every fall since this visit. 
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The explanation of this is that there is almost twice as much 
atmospheric ragweed pollens in Western North Carolina as in 
Louisiana during the month of September, as shown by our 
pollenometric records. Assuming that this patient’s relative 
immunity was 50%, this was not sufficient to resist the exposure 
to the large amount of pollen inhaled during his visit to North 
Carolina. This attack, however, lowered his resistance, to prob 
ably 35% relative immunity. This was no longer sufficient to 
resist his exposure to the atmospheric ragweed pollen in Louisi 
ana, so that he continued to suffer from hayfever, 


It is not necessary to travel any considerable distance to 
lower the relative immunity as in this instance. One of our 
patients, a woman of 40, lived for one season in a suburb of 
New Orleans where there was a large quantity of wild grass, 
and developed hayfever of the grass-pollen form. The following 
year, she moved back to the central portion of the city, where 
formerly she had been without hayfever, but nevertheless con- 
tinued to have attacks each season. In this case also, the pa- 
tient’s relative immunity had been lowered by the first season’s 


attack resulting from greater exposure to the grass pollens 


Hayfever and Asthma. The tendency of hayfever to develop 
asthma is well known. It is usually a later complication, al- 
though sometimes it is the first and, occasionally, the only symp- 
toms of this disease. In the series of 1,000 cases, fifty-three per 
cent. suffered from asthma during some portion of the season. 
Although this is a higher ratio than has been heretofore recog- 
nized in hayfever, the probability is that the proportion is still 


higher. There are many cases in which the nasal symptoms of 


hayfever are so mild and of such short duration, that the patient 


recognized only the asthma from which he is suffering. In addi- 
tion to this, there are also cases of asthma, due to pollen sensitiza- 
tion, in which the nasal symptoms are apparently entirely ab- 


sent, and therefore its relation to hayfever unrecognized. 


In view of this, all cases of asthma, especially those oceurring 
during the usual hayfever season, should be tested with the ex 
tracts of the atmospheric pollens to which the patient is ex 
posed. Our experience has shown that the number of asthmatie 
patients giving positive reactions to the pollens, especially of 
the grasses and ragweed, is quite high. ‘This diagnostic test is 


_ 
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therefore important, especially in view of our experience that 
these cases not only responded favorably to the immunizing 
hayfever therapy, but that the number of seasonal cures and 
improvements equals those of the uncomplicated form of hay- 
fever. 

Atypical Forms of Sensitization. There are also occasional 
atypical forms of hayfever and asthma due to the inhalation of 
the dandruff protein of horses and other animals. Also in which 
the attacks are caused by the dust protein of coffee, flour and 
similar material. These, in the aggregate, form but a small 
percentage of the total number of hayfever cases, and are usually 
due to preventable causes. In our Series of 1,000 cases, there 
were only seven such cases reported, or .7 of one per cent. 


The protein of certain articles of food may also be responsible 


for occasional cases. In the diagnostic tests for perennial cases 
of hayfever, however, the possibility of these forms of reaction 
should be carefully considered. Cases due to the odors of flow- 
ers are not true hayfever, but reflex disturbances from the 
olfactory nerve 


DISCUSSION. 


Dr. A. I. Weil, New Orleans: Hay fever is a large and important 
subject in New Orleans, but there is a great group of conditions 
that are stuck together under the name of hay fever, whereas 
only a small proportion of these conditions are true hay fever. 
It is well to bear that in mind, as otherwise there will be consider- 
able confusion as to hay fever and other conditions. 


A great many people suffer from what is known as vasomotor 
rhinitis without being susceptible to the pollen. We _ know 
the nasal mucous membranes of certain persons react to any sort 
of nasal irritation. We have seen patients who will tell us, and 
it is true, that they do not suffer from hay fever, but as soon 
as these people get on a train and there is irritation of the nasal 
passages by the smoke and cinders they develop all the symptoms 
of hay fever which symptoms continue until they leave the train. 
A number of people suffer from horse asthma and stable asthma 
which is a typical form of hay fever. True hay fever is a disease 
which is dependent upon three distinct factors. Some one has 
said that hay fever is like a three-legged stool, and if you knock 
out one of the legs of the stool it will not stand. If you can do 
away with one of the three causative factors in hay fever you knock 
out the disease, and the three legs of this stool may be roughly men- 
tioned as follows: In the first place, the patient must have a 
hypersensitive nasal mucous membrane; in the second place, there 
must be a nervous tendency because no patient has hay fever un- 
less he is of a neurotic type. In the third place, there must he 
some irritating substance in the nose. In true hay fever this sub- 
stance is pollen. In the other forms of hay fever it may be smoke 
or cinders from a train, emanations from a stable, or certain 
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flowers in so-called rose fever, but if we can knock out one of the 
legs of the stool we have knocked out the hay fever. The neurotic 
tendency cannot be knocked out. The irritating substance can be 
knocked out if it happens to be a substance of some svecific pol- 
len which can be determined and the patient desensitized. In a 
number of cases in which there is no specific pollen as the cause 
of the disease we cannot do away with the neurotic tendency, but 
we can in certain cases do away with the hypersensitive nasal mu- 
cous membrane, by removing septal spurs, polypi, deflected septum 
or other intra-nasal abnormalities, not forgetting chronic sinus 
disease. In this way we can do away with the disease. 


Dr. F. C. Ewing, Alexandria: I have been much interested m 
Dr. Scheppegrell’s paper. Dr. Weil has given us a lucid descrip- 
tion of the classical three-legged stool upon which hay fever is 
based. But personally I have recognized for years that people have 
colds at certain seasons of the year. I believe these summer colds 
are just as surely hay fever as so-called scarlatina is identical with 
scarlet fever. I believe we can have such mild evidence of almost 
any disease in this world as to be almost impercevtible in certain 
individuals, while in other people we see the most fulminating form 
of the disease. I have been a sufferer of hay fever for thirty years. 
I would sneeze on .the slightest provocation. I went to Manitou 
Springs, Col., from St. Louis, above where the pollens usually are 
found. where hay fever was supnosed to be unknown. and I devel- 
oped it. I then went to California and to British Columbia, where 
it disappeared, and as the vears have gone by my hay fever 
has grown much less. and when I came down here and was in 
the Army I never had it at all; at any rate, I had it much less 
than before. Yet all the pollens of St. Louis, my former home, 
are here in Louisiana. 

We must remember that there is a certain amount of hay fever 
that is psychologic. You are doubtless familiar with the classical 
description of John N. Mackenzie of the old lady who seeing a 
bunch of roses began to sneeze. 

Dr. Schepvegrell is a distinguished authority on this subject. He 
has classified the different plants and conditions that are claimed to 
be causes of hay fever, and nersonally I have had no experience 
in these things. I have been in the Army for a number of years, 
and T have never found anything that would do mv nose any good. 
Dr. M. A. Goldstein. of St. Louis, with whom Dr. Scheppegrell and 
I were associated with for years as co-editors of The Laryngoscove. 
felt that my nose was different from all others, and I am surprised 
that I did anybody any good. 


I have not had any result= from the use of any of these pollens. 
T think what the dving Hamlet said to Horatio is anplieable to hav 
fever, namely, “Horatio, there are more things in Heaven and 
earth than are dreamed of in your philosophy.” Hay fever is still 
one of the mysteries. 

Dr. W. Sche~~egrell. New Orleans, (closing): If Dr. Ewing will 
visit our Hay Fever Clinic. he will see that modern investigations 
have eliminated hey fever from the list of mysterious diseases. 
Thess cases. which include. many physicians, will illustrate the 
benefits of immunizing methods. 

Regarding Dr. Weil’s statement that hay fever is dependent 
upon three factors. “a nervous predicnosition, abnormal nostrils, 
and a local irritant,” this theory has long since become obsolete. 
One of our most severe cases is an athlete of over 200 pounds. ab- 
normal nostrils are not more common among hay. fever subjects 
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than in others, and pollen is not an irritant, but causes hay fever 
through the defective parenteric absorption of its protein. 

One of the reasons for skepticism regarding the immunizing of 
hay fever is due to defective methods of administration. Recently 
a physician complained of failure in the treatment of a case of 
spring hay fever, when it was shown that he was using the extract 
of ragweed pollen, which is not responsible for svring hay fever. 
Hay fever is due to different kinds of pollen, and reliable results 
can be expected only by finding the incriminating pollen by means 
of a diagnostic test, and then applying the proper immunizing 
treatment. 


BULLETIN OF THE LOUISIANA STATE MEDICAL 
SOCIETY. 


By P. T. TALBOT, M. D., Secretary-Treasurer. 


As Chairman of the Committee on Scientific Work, with the 
request of our President, | wish to announce the following 
(Chairmen for the Scientific Sections for the approaching meet 
ing cf the Louisiana State Medical Seciety, to be held in Alex- 
andria, La., April 11, 12, 13, 1922: 

Section on Medicine & Therapeutics, Dr. Hamilton P. Jones, 
Chairman, New Orleans. 

Section on Pediatrics, Dr. John Signorelli, Chairman, New 
Orleans, 

Section on Nervous Diseases, Dr. C. S. Holbrook, Chairman, 
New Orleans. 

Section on Bacteriology & Pathology, Dr. G. H. Hauser, Chair- 
man, New Orleans. 

Section on Pub. Health & Sanitation, Dr. B. A. Ledbetter, 
Chairman, New Orleans. 

Section cn General Surgery, Dr. J. L. Adams, Chairman, 
Monroe. 

Nection on Gynecology & Obstetrics, Dr. J. 1. Peters, Chair- 
man, Alexandria. 

Section on Eye, Ear, Nose and Throat; including Stomatology 
Dr. C. A. Weis, Chairman, Baton Rouge. 


‘ 


Section on Urology, Dr. 1. B. Rougon, Chairman, Shreveport. 
Nection on Dermetology, Dr. C. B. Erickson, Chairman, 
Shreveport. 
Section on Radiology, Dr. S. C. Barrow, Chairman, Shreve- 
port 
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Members of the State Medical Society who desire to present 
papers at this meeting should get in touch with the respective 
chairman, as promptly as_ possible. 

We are taking this opportunity of making an early announce- 
ment of the various Chairmen of Scientific Sections, in order 
that we may not be handicapped in the final formulation of our 
Scientifie Program, as has been the case in past meetings. We 
would earnestly urge all who are interested to ‘‘get busy’’ at 
once, that their names may be properly registered with the 
Chairman of the Section. 

For the benefit of all concerned | wish to quote the following 
from the minutes of the annual meeting, 1921: 

“The second recommendation contained in the President’s report 
that there be only two sections, namely, SURGERY and MEDI- 
CINE, was considered. 

“Dr. Knighton moved that this recommendation be adopted. Sec- 
onded and carried.” 

As you will understand this provides for a Scientifie Pro- 
gram under two divisions, i. e., MEDICAL and SURGICAL. 
All papers will be arranged under these two headings, with no 
separate identity. Papers on practice of medicine and allied 
specialties, will be interspersed under one general title of ‘‘ METD- 
ICINE”’’. Likewise on surgery and allied specialties under 
the general title of ““SURGERY’’. The various Chairmen 
of (Sect'ons will function as in the past. 

The House of Delegates anticipated that this would give bet- 
ter satisfaction to all and thus incite more interest in our 
Scientific program, than has been manifested in some sections 
in the past. The exact arrangement of the program, along 
these details, will be worked out very shortly, by the Com- 
mittee on Seientifie Work, and will be announced as promptly 
as possible. 

For the assistance and guidance of the Chairmen of Scien- 
tific Seetions, I wish to quote the following from our by-laws: 


Section on Medicine & Therapeutics -............... 10 papers. 
Section on Pediatrics -............. a cestearcateihccapeaiaies 3 papers. 
Section on Nervous Diseases -_................. _.. & papers. 
Section on Bacteriology & Pathology -............... 3 papers 
Section on Pub. Health & Sanitation -_....... 5 papers. 
Section on General Surgery .............................- 10 papers. 
Section on Gynecology & Obstetrics -................. 4 papers. 
Section on Eye, Ear, Nose & Throat ................ 5 papers. 
Section on Urology .................... a | | 
Section on Dermatology .........................-..---- . 2 papers. 


Section on Radiology ........ jade iabaceaea Siabelaceg pes siaasichd 3 papers. 
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Conference—Parish Medical Society Secretaries. 


At the last meeting of the Executive Committee upon recom- 
mendation of the Secretary-Treasurer, it was proposed, at some 
future time, to hold an annual meeting of the secretaries of the 
various Parish Medical Societies. 

This was deemed advisable on the grounds that it would bring 
in close contact the various men who are actively interested 
in ‘‘organized medicine’’ and especially their local societies. 
The Secretaries could thus ‘‘get together’’, know each other 
better and exchange ideas and suggestions for the betterment 
of their respective localities. 

In this manner they will be better able to become actively 
in touch with the various functions and endeavors of the State 
Secretary-Treasurer’s office and more familiar with the plans 
and ideals of the officers of the State Medical Society. 

If it can be arranged consistently, we plan to have such a 
meeting at a time with a meeting of the Executive Committee. 
The plan would be more of a ‘conference’ between the various 
Parish Secretaries and Officers of the State Medical Society. 

The Secretary-Treasurer of the State Society is very anxious 
to make such a meeting a success, in every detail, and of benefit 
to the various Parish Secretaries, which combined, will reflect 
with credit upon our organization in this State. You can there- 
fore understand that we would not only ‘‘ask’’ but will welcome 
any suggestions from our Officers and lecal Secretaries, along 
lines which might appear of interest and value towards making 
such a meeting what we desire. Some of the important questions 
would be: WHEN WOULD SUCH A MEETING BE AD- 
VISABLE? WHAT PLAN OF ACTION WOULD BE MOST 
EXPEDIENT AT THIS MEETING? 

I wish to assure all of our Parish Society Secretaries that 
the Executive Committee of the State Medical Society is actively 
interested in this proposed meeting and each member of this 
Committee feels that great good and better understanding be- 
tween our Officers and fellow-workers in the field, can be ac- 


complished by such affiliation. We therefore ask every Sec- 


retary to help in any and every manner he might deem possible 
and consistent, and lend his suport to this new and all-important 
movement. 
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NEWS AND COMMENT. 


FURTHER RECOGNITION WiL1 BE GiveN TO FiIvE-YEAR MEDICAL 
COLLEGES according to an official statement from the Conjoint 
Board of London announcing that students graduating from 
medical schools which have adopted the fifth year of the curri- 
culum (intern year) before granting the degree of Doctor of 
Medicine will be admitted to the final examinations of that 
Board without taking an additional year of study after grad- 
uation. 

CripPLED CHILDREN To Be Carep ror By Suriners. Nine 
free hospitals for crippled children will be erected by the No- 
bles of the Mystic Shrine throughout the United States and 
Canada. The sum of $2,000,000 has already been pledged for 
the purpose. St. Louis was to have been the site of an only hos- 
pital, but it was Jater resolved to ‘‘bring the hospitals to the 
children’’ and establish these institutions at such centrally lo- 
cated cities as Shreveport, San Francisco, Portland, Oregon, 
St. Paul, Minnesota, and to put one in Montreal, Canada, as well 
as in St. Louis. Locations for the other three will probably 
be in Virginia, the New England States and Central Pennsyl- 
vania. 

NaTionaL Boarp OF MepicaL Examiners. The trial period 
of usefulness for this Board is just completed in the celebra- 
tion of the fifth year of its existence. The establishment of a 
thorough test of fitness for the practice of medicine which could 
serve as a guide for medical licensure throughout the United 


States has been the chief aim of the Board and its principles 
have been accepted widely at home and abroad. The late Dr. 


W. L. Rodman of Philadelphia, organized the National Board 
of Medical Examiners in 1915, with the heads of the three 
Services of the War Department, Col. Louis A. Lagarde, retired 
Army officer and recently deceased, and representatives from 
various institutions connected with medical education through 
the country serving as co-workers. There has been such a large 
demand to secure the certificate of the Board by examination 
that the Carnegie Foundation has appropriated the sum of 
$100,000, over a period of five years, to assist the Board in its 
usefulness. At the annual meeting in June of this year, held in 
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Boston, the following officers were elected: M. W. Ireland, 
Surgeon General, President; J. S. Rodman, M. D., Secretary 
Treasurer, and E. 8S. Elwood, Managing Director. It is plan- 
ned to have Mr. Elwood visit medical schools in the A class 
during the present college year to further explain the examina 
tions. Further information may be had by addressing the 
Seeretary, Medical Arts Building, Philadelphia. 

LEGAL LIABILITY FOR THE TRANSMISSION OF VENEREAL DIsEAse 
and personal responsibility in such cases have now been upheld 
in several different phases both by civil and criminal courts 
in at least three states of the Union. Five years in the pene- 
tentiary were given to a man in Oklahoma for infecting a gir! 
with syphilis. A doctor in Nebraska who warned a hotel keeper 
that one of his patients, a guest at the hotel, had a venereal 
disease for which he refused to be treated and was consequently 
a menace to public health, was upheld in his action. In North 
Carolina a woman was awarded $10,000 damages against her 
husband for a similar infection and the Supreme Court has 
upheld the judgment. The Nebraska case is important because 
it upholds the physician trying to protect the public health 
even though he violates his patient’s confidence. The legal bar- 
rier preventing a wife from testifying against her husband is 
set aside in the North Carolina case and the decision therein 
makes it likely that marriage henceforth will be no adequate de- 
fense against a suit for transmitting infection. Twenty states 
have already adopted laws preventing persons with venereal dis- 
eases to marry. 

CREMATION OF HuMAN Bopies. The Cremation Society of 
England reports that during 1920, 1800 bodies were cremated 
in Great Britain and that among the scientists whose bodies were 
cremated were those of Sir William Osler and Dr. Cecil Lyster. 

THe New UNIversity OF JERUSALEM will be built along the 
lines of the American institutions. American Jewish physicians 
have contributed $1,000,000 to build the medical college and an 
American surgeon assisted by an American staff will be in 
charge. 

INCREASED DEMAND FoR Rapium. According to the Chief 
Chemist of the Bureau of Mines, Mr. R. B. Moore, in a statement 
before the Engineering Foundation, Madame Curie’s visit to 
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America seems to have increased the demand for radium and 
brought out a much more defined interest in this product. Mr. 
Moore states that the United States at present is producing 
more radium than all of the world together. Radium is found 
only in uranium ores and is formed by disintegration through 
atomic changes. Probably about 115 grammes of radium have 
heen produced in the United States since 1913, while probably 
not more than 40 grammes have been recovered from foreign ores 
since its discovery.”’ 


In Honor or GENERAL GorGaAs. Last March a formal cere- 
mony took place in Havana when the name of Virtudes Street, 
one of the principal and most popular thoroughfares of the 
Cuban metropolis, was changed to Gorgas Street, or Calle Gen- 
eral Gorgas. The ceremony consisted in the unveiling of a new 
street sign, which was put up to replace the old sign, and was 
done on a Sunday morning in the presence of the local authori- 
ties and diplomatie corps. An oration was delivered by Dr. Lo- 
pez del Valle, the health officer of the city and an old friend 
of General Gorgas, whose successor he became. 


Hairt Has New Vaccination Law which requires that the 
doctor or other person attending the birth of a child shall have 
such child vaccinated within one to three months after birth. 
The National Public Health Service will provide free vaccina- 
tion as well as the hospitals and dispensaries subsidized by the 
State. Those successfully vaccinated will be supplied with cer- 
tificates, as also those who have been vaccinated six times with- 
out suecess. Every seven years the vaccination must be repeated. 

Proressor A. LorENz, noted scientist and physician, expects 
to pay a visit to America in December, in appreciation of what 
America has done for the children of Vienna, and will offer his 
personal services to the children cf pocr parents who may 
thus have the benefit of his surgical help. 

Rese‘rcH WorK IN THE SEROTHERAPY OF SLEEPING SICKNESS 
is to be undertaken through the Colonial Office of Great Bri- 
tain which is organizing an expedition for this purpose, to in- 


clude both men and animals, with plans for a two years stay in 


Afriea. The expedition will be in charge of Drs. Marshall and 
Basselo, of the Uganda Publie Hezlth Service, with two assist- 
ant physicians and two veterinarians. 
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PersonaLs: Dr. Simon Flexner, the Director of the Rocke- 
feller Institute for Medical Research, was selected honorary for- 
eign member of the Académie Royale de Médecine in Brussels. 


Dr. A. D. Bevan, former President of the A. M. A., has been 
made an officer of the Legion of Honor for services rendered 
to medical science and education during the war. 


The following members of the New Orleans profession attend- 
ed the Clinical Congress of North American Surgeons held in 
Philadelphia October 24: Drs. C. J. Miller, E. D. Fenner, Ur- 
ban Maes, L. H. Landry, J. F. Dicks, T. B. Sellers and F. W. 
Parham. Dr. J. L. Wilson of Alexandria also attended. 


Dr. Mareus Feingold attended the meeting of the American 
Academy of Ophthalmology and Oto-Laryngology held in Phil- 
adephia on October 17. 


Dr. C. C. Bass attended the conference of the Mississippi State 
Health Officers, at Jackson during the past month. 


Dr. Urban Maes addressed the combined meeting of the Har- 
rison and Stone Counties Medical Societies at Gulfport, Missis- 
sippi, on November 2. 


Dr. L. R. DeBuys attended the meeting of the Central States 
Pediatrie Society during the past month, at Cleveland, Ohio. 


Dr. George Walter has been appointed pathologist and roent- 
genologist at the St. Francis Sanatorium, Monroe, succeeding 
Dr. John Beals. 


Dr. Lewis C. Spencer announces his new location in Shreve- 
port, La., his practice to be limited to orthopedic surgery. 


Removats: Dr. Joseph D. Weis from 1448 Jackson Avenue 
to 4704 St. Charles Avenue, New Orleans. 


Dr. E. L. Leckert, from 311 Macheca Building to the 4th 
floor of the Cusachs Building, New Orleans. 


Dr. Ada Sehwing Kiblinger, from Marksville, to 503 Medical 
Building, New Orleans. 
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Dr. T. T. Batson, from 2117 Tulane Avenue, New Orleans, 
to 206 Carter Building, Hattiesburg, Miss. 


Diep: Dr. B. lL. Paul, at Cedar Grove, Louisiana, on October 
30, 1921. 


At Monroe, Louisiana, Dr. Epsy M. Williams, aged 41 years, 
on October 19, 1921. 


BOOK REVIEWS AND NOTICES. 


Text-Book of Embryology, by C. W. Prentiss; revised and rewritten 
by Leslie B. Arey. W. B. Saunders Co., Philadelphia, 1920. 
The last edition of this work, which from its first appearance, 

in 1915, has met with wide approval as a text for courses in em- 

bryology, retains the plan and scope of the first edition. However, 
for the last two editions Professor Arey has rewritten the material 
and added both to subject matter and illustrations; changes in 
the third edition are not marked. After discussions of general 
embryology (germ cells, cleavage and formation of germ layers) 
there are systematic descriptions of chick and pig embryos of graded 
stages, useful in that they furnish guides to parallel study of 
actual embryos in the laboratory, human embryos being not avail- 
able in quantity sufficient to furnish classes. To this 
extent the text functions also as a laboratory manual. Strictly 
human embryology is treated separately, although correlated with 
the foregoing descriptions of chick and pig embryos; there are 
chapters on the youngest known embryos, fetal membranes, the 
uterus in menstruation and pregnancy, and orderly accounts of 
individual systems, organs and tissues. Developmental anomalies 
are considered, briefly, in their relation to normal genesis of the 
structures affected. The book is characterized by clearness and 
conciseness of descrpition and by the excellence of its illustrations. 
HAROLD CUMMINS. 


Manual of Practical Anatomy, by Cunningham; revised and edited 
by Arthur Robinson. William Wood & Co., New York, 1920. 
Cunningham’s manual has become so well known through its 

use since 1896 as a “dissector’”’, that mention of the plan and dis- 

tinctive features of the book seems almost unnecessary. As the 
name implies, it is a manual, a condensed treatise of anatomy adapt- 
ed to use in the laboratory. The order of descripton is regional 
ratler than by systems and structures within a given region are 

described in sequence as they are exposed in dissection. Full di- 

rections for dissection are incorporated. In the later editions 

B. N. A. terminology is given precedence, although old terms are in- 

serted in parentheses after the new. A useful comparative table 

of the two terminologies is placed in the front of each volume; at 

a glance it is possible to determine the B. N. A. equivalent of an 

old term, or vice versa. The seventh edition is published in three 

volumes, instead of two as formerly. Volume one covers the arm 
and leg, volume two, the thorax and abdomen, and volume three, 
the head and neck. The increase in size, which necessitated publica- 
tion in three volumes, apparently is largely due to the addition of 
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new figures and revision of the directions for dissection. A num- 
ber of radiographs form a noteworthy addition to the illustrations. 
The dissecting directions are printed in a type much more easily 


read than in former editions. 
HAROLD CUMMINS. 


Fundamentals of Human Anatomy, by Marsh Pitzman, first edition. 

C. V. Mosby Company, St. Louis, 1920. 

Of the total text pages there are 38 on “systemic anatomy” 
(skin, general structure of muscles, bones, and joints, vessels, etc.), 
the remainder covering descriptive regional anatomy of the entire 
body. “Borderland districts” are accorded especial emphasis; how- 
ever, it is in a brief and elementary manner that the writer points 
out the correlation between structure and normal function, tle 
relation of disturbed function to structure, the application of 


anatomical facts to an understanding of physical lesions, etc. In 
the words of the author, “‘this book makes no pretense except as an 
auxiliary to the more complete works”; consequently the anatomi- 
cal descriptions are not detailed. HAROLD CUMMINS. 


The Medical Record Vi-iting List. Wm. Wood & Co., New York 

This physicians’ visiting list or diary for 1922 has been issued 
in handsome style and in its usual forms. The printed pages, con- 
taining tables of dosage, of weights and measures, of differential 
diagnosis of contagious diseases, of duration of pregnancy, etc., 
have been revised and brought up to date. 





PUBLICATIONS RECEIVED. 


W. B. SAUNDERS COMPANY, Philadelphia and London. 


Essays on Surgical Subjects, by Sir Berkeley Moynihan, K. C., 
M. G., C. B. 


The Medical Clinics of North America, Vol. 4, No. 6, May, 1921, 
Vol. 5, No. 1, July, 1921. 


The Surgical Clinics of North America, Vol. 1, No. 3, Tune, 
1921; Vol. 1, No. 4, August, 1921. 
THE MACMILLAN COMPANY, New York. 

Greek Medicine in Rome, by Sir Clifford Allbutt, K. C. B. 

Benign Stupors, by August Hoch, M. D. 
WILLIAM WOOD & COMPANY, New York. 

The International Medical Annual, 1921. 

The Practice of Urology, by Charles H. Chetwood, M. D., LL. D. 
F. A. C. S., Third Edition. 

Physicians’ Visiting List, 1921. 


P. BLAKISTONS SON & CO., Philadelphia. 

Morris’s Human Anatomy, edited by C. M. Jackson, M. 5&., 
M. D., sixth edition. 
Cc. V. MOSBY COMPANY, St. Louis. 


Diseases of the Skin, by Richland L. Sutton, M. D., fourth edi- 
tion. 
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YEAR BOOK PUBLISHERS, Chicago. 


The Practical Medicine Series; Vol. 2, General Surgery, by 
Albert J. Ochsner, M. D., F. R. M. S., LL. D., F. A. C. S. 

The Practical Medicine Series; Eye, Ear, Nose & Throat, by 
Casey A. Wood, M. D., C. M., D. C. L., Albert H. Andrews, M. D., 
and George E. Schambaugh, M. D. 


PAUL B. HOEBER, New York. 


What to do in Cases of Poisoning, by William Murrell, M. D., 
F. R. C. P. twelfth edition. 


The Blood Supply to the Heart, by Louis Gross, M. D., C. M. 


WASHINGTON GOV’T. PRINTING OFFICE, Washington, D. C. 

Public Health Reports, Volume 36, Nos. 30, 31, 32, 33, 34, 35, 
36, 37, 38, 39, 40, 41, 42, 43; Volume 36—Part 1, Numbers 1-25, 
January-June, 1921. 

United States Naval Medical Bulletin, Vol. 15, No. 4, October 
1921. 
MISCELLANEOUS: 

The Rockefeller Foundation, A Review for 1920, The Program 
for 1921, by George E. Vincent, Pres. 

Infant Mortality in New York City, by Ernst C. Meyer, Ph. D, 
International Health Board. 

The Rockefeller Foundation, International Health Board, Sev- 
enth Annual Report, January 1, 1920, December 31, 1920. 

A Treatise on Cataract, by Donald T. Atkinson, M. D., The 
Vail-Ballou Company, New York. 


Diagnosis of Protozoa and Worms Parasitic in Man, by Robert 
W. Hegener, and William W. Cort, Williams & Wilkins Co., Balti- 


hore, 


Report of the Connecticut State Tuberculosis Commission, Oc- 
t ber 1, 1918, to June 30, 1920. 


REPRINTS. 


The Semi-Centennial of the Introduction of Antiseztic-Surgery 
in America, by Henry O. Marcy, A. M., M. D., LL. D. 
Measurements of Trypanosoma Diemyctyli from Different Hosts 
and Their Relation to Specific Identification, Heredity and Environ- 
ment; The Relation of Medical Zoology to Public Health Problems; 
Medical Zoology in Europe, by R. W. Hegener, Ph. D.; Surveys of 
the Intestinal Protozoa of Man, in Health and Disease, by R. W. 
Hegener, Ph. D.; and George C. Payne, M. D.; An Analysis of the 
Relation Between Growth and Nuclear Division in a Parasitic In- 
fusorion, Opalina SP., by R. W. Hegener, Ph. D., and Hsiang-Fong 
Wu., M. D.; Giardia (Lamblia) Intestinalis, by Kenneth F. Maxcy; 
Benign Mammary Tumors and Intestinal Toxemia; Some Lessons of 
the World War in Medicine and Surgery from the German View- 
point, by William Seaman Bainbridge, M. D.; One of the Pioneer 
Women of Tuberculosis; A Tuberculosis Ramble, by Stephen J. Ma- 
her, M. D.; Cytomoeba Bacterifera in the Red Blood Cells of the 
Frog, by R. W. Hegener, Ph. D.; The Myocardium and Heart Mur- 
murs with Illustrative Case Reports, by Samuel E. Earp, M. S. 
. D.; Traitement des Suvpurrations ethmoidales par voie nasale, 
by Georges Portmann, M. D.; Lymphangio-sarcome du nasovharynx; 
L’Adénite Amygdalienne, by Georges Portmann, M. D.; L’Appar- 
eillage des Amputés, Comment on peut le perfectionner, by Docteur 


G. Bidou. 





Mortuary Report. 


MORTUARY REPORT OF NEW ORLEANS. 


Computed from the Monthly Report of the Board of —ae of the City 
of New Orleans. for October, 1921 


Typhoid Fever 
Intermittent Fever (Malarial Cachexia) 





Scarlet Fever 

Whooping Cough 

Diphtheria and Croup 

Influenza 

Cholera Nostras 

Pyemia and Septicemia 
Tuberculosis 

Cancer 

Rheumatism and Gout 

Diabetes 
fen Oa Came * 
Encephalitis and Meningitis 
Locomotor Ataxia 

Congestion, Hemorrhage, Softening of Brain... 
Paralysis 

Convulsions of Infancy 

Other Diseases of Infancy 

Tetanus . 

Other Nervous Diseases 

Heart Diseases 

Bronchitis 

Pneumonia and Broncho-Pneumonia 
Other Respiratory Diseases ............ siiaeeideamtaib 
Ulcer of Stomach 

Other Diseases of Stomach 
Diarrhea, Dysentery and Enteritis 
Hernia, Intestinal Obstruction 
Cirrhosis of Liver 

Other Diseases of the Liver 

Simple Peritonitis 

Appendicitis 

Bright’s Disease 

Other Genito-Urinary Diseases 
Puerperal Diseases 

Senile Debility 

Suicide 

Injuries 

All Other Causes 














Still-born Children—White, 25; colored, 26; total, 51. 

Population of City (estimated)—-White, 290,000; colored, 110,000; total, 400,000. 

Death Rate per 1000 per annum for Month—White, 14.52; colored 20.71; 
total 16.50. Non-residents excluded, 13.86. 


METEOROLOGICAL SUMMARY (U. S. Weather Bureau). 
Mean atmospheric pressure 
Mean temperature 
Total precipitation 
Prevailing direction of wind, northeast. 





